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nput Forms AS-I-010 Adult Care Res-

dence Eligibility Communication
Document

General Information

Adult Care Residence Eligibility Communication Document is a jointly owned form between DMAS
and DSS. It does not currently have a form number. This form is a communication tool between the
Local Department of Social Services (LDSS) eligibility worker, the assessor/case manager respons-
ible for the 12-month reassessment of the Adult Care Residence (ACR) resident, and DMAS. This
form is completed: 1) By the assessor/case manager to the eligibility worker and to DMAS at the
time of a 12-month reassessment - a finding that the resident continues to meet either residential or
assisted living is required in order for the eligibility worker to re-determine eligibility for an Auxiliary
Grant (AG) payment; 2) By either the assessor/case manager or eligibility worker to the other and to
DMAS whenever either becomes aware of a change in address; and 3) By the eligibility worker to
the ACR assessor/case manager and to DMAS whenever the AG is terminated.

Subsystem: Financial

Source/Originator: Screening Team

Frequency: On-Demand

Estimated Volume: 3,935 Per Month Approx.

Programs: Short Assessment or ACRR Inquiry/Update (AST015)
Proc/Screen ID: AS-S-015, AS-S-020

Adult Care Residence Eligibility Communication Document (AS-1-010)



VIRGINIA DEPARTMENTS OF MEDICAL ASSISTANCE SERVICES/SOCIAL SERVICES
ADULT CARE RESIDENCE ELIGIBILITY COMMUNICATION DOCUMENT

To/From: Dept. of Social Services Eligibility Worker in
(Cisy/County Responsible for Auxitiary Grany)
Address: ;
To/From: ! (ACRA. Case M )
Address:

1) Assessor's provider #:

RESIDENT: { )SSN: :
Medicaid #:
ACR: : ACR Location:

PURPOSE OF COMMUNICATION (check 1, 2, or 3):

1. ANNUAL REASSESSMENT COMPLETED Date of R ment: / /
a. Resident Continues to Meet Criteria for ACR Placement at the following level of care:
___Residential Living _ Regular Assisted Living ___ Intensive Assisted Living

b. Resident Does Not Meet Criteria for Residential or Assisted Living

2. RESIDENT NO LONGER RESIDES IN ACR ON RECORD. Resident has been discharged to:

a. Another ACR.  Last Dare of Service in the ACR on Record: / /
Name of New ACR:
Provider #: Start of Care Date in New ACR: / /
Address of New ACR:
b. Home. Last Date of Seryice in the ACR: A AN
New Address:
[ Other (please specify):
Last Date of Service in the ACR: / /
New Address:
3. AUXILLARY GRANT ELIGIBILITY TERMINATED Effective Date: / /
Reason: § )
{Name of Assessor/Case Manager Completing Form) (Name of Eligibility Worker Completing Form)
(Signature of Assessor/Case Manager Completing Form) (Signature of Eligibility Worker Completing Form)
(Date) (Telephane No.} (Date) . (Telephone No.}

Revised 5/98

©



Adult Care Residence Eligibility Communication Document (AS-1-010)

ACR ELIGIBILITY COMMUNICATION DOCUMENT INSTRUCTIONS

WHEN TO USE THIS FORM .

This form is a communication tool between the local department of social services (LDSS) eligibility worker, the assessor/case manager

responsible for the 12-month reassessment of the adult care residence (ACR) resident, and DMAS. This form is completed:

1. By the assessor/case manager to the eligibility worker and to DMAS at the time of a 12-month reassessment (a finding thar the
resident continues to meet either residential or assisted living is required in order for the eligibility worker to redetermine eligibility
for an Auxiliary Grant (AG) payment);

2. By either the assessor/case manager or eligibility worker to the other and to DMAS whenever either becomes aware of a change in
address; and

3. By the eligibility worker to the ACR assessor/case manager and to DMAS whenever the AG is terminated.

TO/FROM SECTION

Bosh TO/FROM sections must be completed. Completely fill in the locality of the DSS eligibiiity worker with address and indicate
whether documenr is to be sent to or from the eligibility warker by circling “TO™ or “FROM.” In the second TO/FROM section,

completely fill in the or Or case ¢ 's name, address and provider number and indicate whether the document is to be sent to
or from the assessor or case manager by circling “TO” or “FROM.”

RESIDENT IDENTIFICATION SECTION

RESIDENT: Legibly print name of ACR resident who is being assessed, who has moyed, or whose AG has been terminated.
SSN: Write in the resident's social security number. Record the resident’s Medicaid number.

ACR: Legibly priat the name of the ACR in which the resident resides.

1.
2.
3.
4. ACR location: List the city/town in which the ACR is locared.

PURPOSE OF COMMUNICATION SECTION: Check either 1., 2., 0r 3.

If 1. is checked (Annual Reassessment Completed), fill in the date of the reassessment. Check either a. (Resident continues to meet
criteria for ACR placement ar the following level of care) or b. (Resident does not meet criteria for residential or assisted living. Ifa. is
checked, indicate which level of care the individual meets. If intensive assisted living is checked, respond to the two questions in the
gray box (“continues to need intensive assisted living services” and “based on the UAI, continues to meet criteria for intensive assisted
living™). Usually, both will be checked “yes.” When 1.1is checked, the assessor sends a copy of the Uniform Assessment Instrument
(UAI), the ACR Eligibility Communication Document (ECD), aad the HCFA-1500 to DMAS. In addition, the assessor sends a copy of
the ECD to the LDSS eligibility worker; copies of the UAIL and ECD to the ACR; and a decision leter to the individual being assessed.
The assessor should keep a copy of each of these documents.

NOTE: If a reassessment indicates a change in level of care, treat the assessment as a change in level of care. That is, send a copy of the
UATI and the DMAS-96 to DMAS. In addition, send the eligibility worker a copy of the DMAS-96; send to the ACR copies of the UAI
DMAS-96, and decision lenter; and send a decision lener to the individual being assessed. The assessor should keep a copy of each.

If 2. is checked (Resident no longer resides in ACR on record), indicate to where the resident moved (i.e., another ACR, home, or other).
For each, indicate the last date of service in the ACR on record. Complete other information such as new address, etc., if known. When

2 is checked, the assessar/case manager or eligibility worker completing the ECD should send a copy te the other and a copy 10 DMAS
and keep a copy for him- or herself. :

If 3. is checked (Auxiliary Grant Eligibility Terminared), the cligibility worker indicates the effective date of terminarion and the reason.
Then the eligibility warker sends a copy of the ECD 10 the assessor/case manager and to DMAS.

SIGNATURES SECTION

For each form completed, only one signarre section will be completed. For example, if an assessor is completing the form for a
reassessment, the lefi-hand side with assessor information will be completed. If the eligibility worker is completing the form for
notification of AG eligibility rermination, then the right-hand side is completed. Please completely fill in the applicable section with
grinted name of individual completing the form, signature, complere date with monrh/day/yea{', and telephone number with area code.

Please photocopy this form as needed; plain paper copies arc acceptable.
FOR ADDITIONAL INFORMATION, PLEASE REFER TO THE ASSESSMENT AND TARGETED CASE MANAGEMENT SERVICES

IN ADULT CARE RESIDENCES. PROCEDURES FOR ASSESSORS AND CASE MANAGERS. THIS MANUAL IS AVAILABLE
FROM THE VIRGINIA DEPARTMENT OF SOCIAL SERVICES, ADULT SERVICES PROGRAM, AT 804-692-1299.

Field Definitions

#

Field Name Data Element Name Element ID

1

Assessors Provider # National Provider Identifier DE4700







Input Forms AS-1-020 DMAS 113A -

Medicaid HIV Waiver Services Pre-
Screening Assessment

General Information

DMAS 113Ais the Pre-Screening Assessment part of the Medicaid HIV Waiver Services form. It is
always attached to a DMAS-96 for Aids Waiver Services. Effective 7/1/98 a UAI form is required to
be submitted as a part of the HIV assessment packet. This form is used to assess the stage of the
AIDS disease using the Karnofsky Performance Status Scale Acuity Assessment. In order to refer
for AIDS/HIV waiver services, patient must be Stage Il - IV and be determined to require institutional
services if AIDS/HIV waiver services are not offered.

Subsystem: Financial

Source/Originator: Screening Team

Frequency: On-Demand

Estimated Volume: 427 Per Month

Programs: AIDS Waiver Inquiry/Update (AST040)
Proc/Screen ID: AS-S-040

Graphics: asi-020

DMAS 113A - Medicaid HIV Waiver Services Pre-Screening Assessment

(AS-1-020)



MEDICAID HIV WAIVER SERVICES PRE-SCREENING ASSESSMENT

Q

Name: (0) . Medicaid Number: @
Date of Birth@ Age _ Height @ Weight @ Ideal Weight
Date of Assessment'@ Assessor: Screening Agency:
If no Medicaid number at present, has the person formally applied for Medicaid? _ No _ Yes,
(Date)
L_Stage of the Disease: Karnofsky Performance Status Scale Acuity Assessment _(Circle rating in each area)
1. Nutrition L‘?“\ 2. Hygiene \E
A. Independent (fair knowledge base) 12 A. Self Sufficient 11
B. Knowledge deficit/special diet 9 B. Needs Assist in preparation to dress independently 8
C. Assist needed to prepare, nausea/ C. Needs Help with bath and dressing 7
vomiting; malnourished 7 D. Needs complete assist w/bath & dressing, unable to
D. Artificial/alternative therapy - stand independently 4
3. Toileting  (10) 4. Activity (1)
A. Up to Bathroom Alone 11 A. Ad lib independently 11
B. Needs bedpan or urinal 9 B. Ambulate or position w/minimal assist 8
C. Foley/external catheter. Assist to C. Maximum assist in ambulation or turning 8
bathroom/BSC, incontinent 7 D. Bedridden 5
D. Incontinent bowel and/or bladder
Needs maximum assist 4
2
5. Behavior (72 6. Teaching/Emotional Support (%)
A. Alert and oriented 11 A. Able to independently seek information & support 12
B. Minimal Cognitive Impairment, B. Guidance needed in tapping resources
cooperative, aware of place/time, C. Moderate time spent teaching and supporting T
communicates appropriately 8 D. Detailed in-depth teaching. Extensive time with
C. Occasionally listless, increased sleep patient & significant other. Possible communication
or insomnia, verbally unresponsive 7 barriers/sensory defects. Therapeutic sessions 4
D. Marked Dementia, responses
minimal or absent 4
7. Treatments/Medications Iﬁj 4) INTERPRETATION
A Seeks information independently 12 Stage I  71-100 Supportive/Educative: All actions
B. Instruction needed in care and meds Diagnosis performed to support or promote self
Able to gain independence 9 care activity
C. Care/surveillance/monitoring needed 7 Stage I 51-70 Partly compensatory: Actions performed
D. Frequent administration of meds Early Chronic to support patient until self-care activity is
and/or treatment. Maximum assist 5 Stage III 31- 50 possible or performed with patient and
Late Chronic significant other until significant other is
»*,) able to complete care procedures
TOTAL RATING djs Stage IV 0-30 Wholly compensatory: Patient is
STAGE OF DISEASE (0D Terminal completely dependent on nursing actions

In order to refer for AIDS/HIV waiver services, patient must be Stage II - IV and be determined to require institutional
services if AIDS/HIV waiver services are not offered.

DMAS 113-A-1 (rev 9/93)

PNV TINFDR

Field Definitions

# |Field Name Data Element Name Element ID
1 |(1stBlank Line Just Below Title Head- |Person Address DE1002

ing)
2 |Name Person Name DE1001
Date of Birth Person Birth Date DE1006
4 |Height Assessment Patient's Height DE1242

w




5 [Weight Assessment Patient's Weight DE1243
6 [Medicaid Number Person Enrollee ID DE1004
7  |Date of Assessment Assessment Date DE1023
8 |Nutrition HIV Waiver Nutrition Rating Score  |[DE1166
9 |Hygiene HIV Waiver Hygiene Rating Score  |DE1360
10 |Toileting HIV Waiver Toileting Rating Score  |DE1361
11 |Activity HIV Waiver Activity Rating Score DE1362
12 |Behavior HIV Waiver Behavior Rating Score |DE1363
13 |Teaching/ Emotional Support HIV Waiver Teaching, Emotional DE1364
Support Rating Score
14 [Treatments/Medications HIV Waiver Treatments, Medications |DE1365
Rating Score
15 |[Total Rating HIV Waiver Rating Total Score DE1366
16 |Stage of Disease HIV Waiver Stage of Disease DE1367




Input Forms AS-1-030 DMAS 113B -

Medicaid HIV Waiver Services Pre-
Screening Plan of Care

General Information

DMAS 113B is the Pre-Screening Plan of Care part of the Medicaid HIV Waiver Services form. Itis
always attached to a DMAS-96 for Aids Waiver Services. Effective 7/1/98 a UAI form is required to
be submitted as a part of the HIV assessment packet. This form consists of two parts: 1) Service
Needs - indicating services that are currently received, who is providing the service, the services
needed, and name of the potential provider; and, 2) Medicaid HIV Waiver Services - indicating ser-
vices that are authorized to prevent institutionalization.

Subsystem: Financial

Source/Originator: Screening Team

Frequency: On-Demand

Estimated Volume: 427 Per Month

Programs: AIDS Waiver Inquiry/Update (AST040)
Proc/Screen ID: AS-S-040

DMAS 113B - Medicaid HIV Waiver Services Pre-Screening Plan of Care

(AS-1-030)




MEDICAID HIV WAIVER SERVICES PRE-SCREENING PLAN OF CARE

Name: Medicaid Number:

I _SERVICE NEEDS: Note services currently received & who is providing & services needed & potential provider

Currently Service Refer To
Service Area Received  Provider Needed Provider
Activities of Daily Living
Housekeeping
Living Space
Meals/Nutritional Supp.
Shopping/Laundry
Transportation
Supervision
Medicine Administration
Financial
Legal Services '
Child Care
Foster Care
Dental
Counseling/Therapy
Substance Abuse Treatment
Health Education .
Support Groups
Buddies/Companions
Home Health
Rehabilitation
Outpatient Clinic
Equipment/Supplies
Physician
Hospice
Laboratory Services
Other

Il MEDICAID HIV WAIVER SERVICES: The following services are authorized to prevent institutionalization

CASE MANAGEMENT: (D Provider: Date Referred:
NUTRITIONAL SUPPLEMENTS: @ Physician's Order Attached Authorization Form to Recipient
PERSONAL CARE: ‘= Provider: Date Referred:
PRIVATE DUTY NURSING: ‘IJZD Provider: Date Referred:

RESPITE CARE: ‘@ Reason Requested:
Provider: Type of Respite: ___Aide _ LPN __ RN Date Requested

I have been informed of the available choice of providers and have chosen the providers noted above:

Medicaid Recipient Date PAS Staff Date

DMAS 113-B (rev 9/93)
PROVIDER COPY

Field Definitions

# |Field Name Data Element Name Element ID
1 |CASE MANAGEMENT HIV Waiver Case Management Ser- |DE1384
vices Code

2 |INUTRITIONAL SUPPLEMENTS HIV Waiver Nutritional Supplements |DE1368




Services Code

PERSONAL CARE HIV Waiver Personal Care Services |DE1369
Code

PRIVATE DUTY NURSING HIV Waiver Private Duty Nursing Ser{DE1370
vices Code

RESPITE CARE HIV Waiver Respite Care Services [DE1371
Code




nput Forms AS-1-040 DMAS 80 -

atient Intensity Rating System
eview (PIRSR)

General Information

DMAS-80 Virginia Department of Medical Assistance Services, Patient Intensity Rating System
Review (PIRSR). This assessment form is submitted by Nursing Facilities in order to determine the
facility's PIRS Rate. The form consists of five major parts including: 1) Identification Information; 2)

Summary of Providers; 3) Medical Status; 4) Functioning Status; and, 5) Rehabilitation Services Cur-
rently Received.

Subsystem: Financial

Source/Originator: NH Servicing Provider

Frequency: On-Demand

Estimated Volume: 3597 Per Month

Programs: Level of Care Inquiry/Update (ASTO75)
Proc/Screen ID: AS-S-010, AS-S-075

DMAS 80 - Patient Intensity Rating System Review (PIRSR) (AS-1-040)



VIRGINIA DEPARTMENT OF MEDICAL ASSISTANCE SERVICES
PATIENT INTENSITY RATING SYSTEM REVIEW (PIRSR)

Assessment Date: __/_ / ORaascn for Submission: O Admission O Change from Specialized Care
mo da yr O O
UR/PIRS 30-day Medicaid ineligibility
I. IDENTIFICATION INFORMATION
2 @
1. Resident Name: 2. Birthdate: __ /__/__ _ _ 3. Sex: a Male, (] Female,
mo da yr
® L
4. Medicaid No: - - o 5. Social Security No: - -
II. SUMMARY OF PROVIDERS
Dates of
Provider Name Location/Chain Provider # Admission Discharge

6. Prior a.

B a
7. Current(.l @ @ 0 @

“ O m|
8. Current Payment Sourca: Nursing Facility/Medicaid only, Medicare/Medicaid (Zn—pay2
III. MEDICAL STATUS 10a. DIAGNOSES: Enter codes for 3 primary active diagnoses an the
@ 0O Tines below. If none apply, enter "00000".
9. PARALYSIS/PARESI NONE g0 @ @ O
DX 1 px 2 & ox 3\ B
Locmmnl PREVIOUS oNsET 5i550
REHAB PROG4{MOR 1 YR MENTAL RETARDATION (PASARR) 33480 CANCER 19500
YES [NO/NOT THRN OR ALCOHOLISM, SUBSTANCE ABUSE 30300 HEART/CIRCULATION 41000
1 CUMPLZ 1 YR] LESSZ RENAL FAILURE (end stage) 58500 TRAUMA TO THE BRAIN 85000
MUSCULOSKELETAL, GENL 71500 ENDOCRINE, GENL 51900
Monoplegia/ = SPINAL CORD INJURIES 95300 RESPIRATQRY, GENL 49280
Paresis | | BRAIN/SPINAL CORD/NERVES 78100 ALZHEIMER'S 33100
MENTAL ILLNESS (PASARR) 29600 AIDS 04200
Hemiplegia/ RELATED MR CONDITIONS (PASARR) 34300
Paresis 2 SEIZURE DISORDER (NON-PASARR) 34500
DEGENERATIVE NEURO DISEASE 34000
Paraplegia/ PSYCHIATRIC, GENL (NON-PASARR) 30000
Paresis 4 DIGESTIVE/LIVER/GALL BLADDER 53700
Triplegia/ 10b. Joint Hotion:@
Paresis 4
Bilateral Hemi- |//////// O Within normal Timits 0 O Instability uncorrected 3
plegia/Paresis 5 L1I1L1E07 D D
Limited motion 4 Immobility ,
Quadriplegia/  |//7/7717 0
Paresis ¢ e Instability corrected 2

IV. FUNCTI NG STATUS (Check ONE box for each item)

O Toilets with some human

Incontinent weekly or more 5
assistance 3

1. Bathmg D Bathes mdepenrfent'ly or 14. Transferring: g Transfers independently or
mechanical assistance only ] mechanical assistance only 1
O Bathes with some human assistance 3 = Transfers with some human
assistance
O Is bathed by staff or does not O 3
bathe o Is transferred 4
D Is not transferred 5
I P
U : . 23 O e R
12. Dressing: Dresses independently or with 15. Bowel — Continent, incontinent 1ess than
mechanical assistance only ] Function: weekly, ostomy - self-care 2
O Dresses with some human assistance 3 D Incontinent weekly or more, ather
problems
L Is dressed by staff or does not O 3
i dress 5 Ostomy - not self-care a
@
13. Toileting: O Toilets independently or with 16. Bladder [ Continent, incontinent Tess than
mechanical assistance only ] Function: weekly, devices w/self care 4

Devices, not self care 8
D n i r

Does not use toilet room 4

OMAS-AN (ravi<ed 7/02)



DMAS 80 - Patient Intensity Rating

[
17. Eating/@ O Eats independently or mechanical 20. Mobility: O Goes outside independently or with
Feeding: assistance only , mechanical assistance only ,
O Eats with some human assistance 5 O Goes outside with some human
assistance or confined and moves
E] Spoon fed 4 about 4
O Syringe or tube fed, fed by IV or | Confined - does not move about 5
clysis g
18. Behavior O Appropriate 21. Walking: I | Walks independently
Pattern: D D
Wandering/Passive less than Walks with mechanical assistance
weekly 4 only
O Wandering/Passive weekly or O Walks with some human assistance 5
more 2 D
Does not walk 4
O Abusive/Aggressive/Disruptive -
Tess than weekly 3
ad Abusive/Aggressive/Disruptive —
d weekly or more 4
O Comatose g
19. Orientation: D Oriented 0 22. Wheeling: D Does not wheel, moves about 0
O Disoriented — some spheres O Wheels independently or with
some time mechanical assistance only ,
O Disgrientéd — some spheres O Wheels with some human
all time 5 assistance 4
O Disoriented — all spheres D Is wheeled or is not wheeled ¢
some time 3
O Disoriented — all spheres O
all time 4 23. Communication Verbally or nonverbally ,
O 0f Needs: O
Comatose 5 Does not communicate 5
V. REHABILITATION SERVICES CURRENTLY RECEIVED
THERAPIES:
NOq YES, NOg YES, @ NOy YES,
24, Occupational =1 =) 25. Physical - — 26. Speech
SPECIAL NURSING PRO%EDURES:
27. Daily Dressing.
Wound Care: O NO g O YES ;; specify sites, size, stage:

COMMENTS :

I certify that the information contained herein is a true abstract of the resident's condition as documented in the
resident's medical record.

Administrator's signature Date RN completing form Date

DMAS-80 (revised 7/92)

Element ID
DE1023

Data Element Name
Assessment Date

# |Field Name
1 Assessment Date




2 |Reason for Submission Assessment Source Code DE1022

3 |Resident Name Person Name DE1001

4 (Birthdate Person Birth Date DE1006

5 |Medicaid No Person Enrollee ID DE1004

6 |Social Security No Person Social Security Number DE1000

7  |Current Provider Name Person Address DE1002

8 |Current Location/Chain Person Address DE1002

9 |Current Provider # National Provider Identifier DE4700

10 |Current Dates of Admission PIRS Patient’'s Admission Date DE1042

11 |Current Dates of Discharge PIRS Patient’s Discharge Date DE1043

12 |Current Payment Source Benefit Plan Exception Indicator DE3072

13 |Paralysis/Paresis PIRS Medical Status - Para- DE1054
lysis/Paresis Code

14 |Diagnosis: DX 1 PIRS Medical Diagnosis Code DE1055

15 |Diagnosis: DX 2 PIRS Medical Diagnosis Code DE1055

16 |Diagnosis: DX 3 PIRS Medical Diagnosis Code DE1055

17 |Joint Motion PIRS Medical Status - Joint Motion |[DE1073
Code

18 |Bathing PIRS Function Status - Bath Code  |DE1080

19 |Dressing PIRS Function Status - Dressing DE1081
Code

20 (Toileting PIRS Function Status - Toilet Code |DE1082

21 |Transferring PIRS Function Status - Transfer DE1083
Code

22 |Bowel Function PIRS Function Status - Bowel Code |[DE1084

23 |Bladder Function PIRS Function Status - Bladder DE1085
Code

24 |Eating/Feeding PIRS Function Status - Eat- DE1086
ing/Feeding Code

25 |Behavior Pattern PIRS Function Status - Behavior DE1087
Code

26 |Orientation PIRS Function Status - Orientation |[DE1088
Code

27 |Mobility PIRS Function Status - Mobility Level |[DE1089
Code

28 [Walking PIRS Function Status - Walking DE1090
Code

29 (Wheeling PIRS Function Status - Wheeling DE1091
Code

30 |Communication of Needs PIRS Function Status - Com- DE1093

munications Code




31 |Therapies: Occupational PIRS Current Service - Occupational [DE1101
Therapy Code

32 |Therapies: Physical PIRS Current Service - Physical DE1102
Therapy Code

33 |Therapies: Speech PIRS Current Service - Speech Ther-[DE1103
apy Code

34 |Daily Dressing/Wound Care PIRS Current Service - Daily Dress- [DE1116

ing Code




Input Forms AS-1-050 DMAS 95 -

MI/MR Supplemental Level |

General Information

This form has two parts: Part A is to be completed by the Nursing Home Pre-admission Screening
Committee and Part B is to be completed by the Community Services Board or other entity under
contract for Level Il evaluation process. MI/MR Level Il Form is used to gather additional information
about a potential participant's mental capacity. This is considered a Level Il Assessment and is indic-
ated by the Medicaid Authorization Code and Level Il Assessment Determination Code that can be
found on the DMAS-96 form.

Subsystem: Financial

Source/Originator: Screening Team

Frequency: On-Demand

Estimated Volume: 427 Per Month

Programs: Short Assessment or ACRR Inquiry/Update (AST015)
Full Assessment - Page 1 Inquiry/Update (AST025)

Proc/Screen ID: AS-S-015, AS-S-020, AS-S-025, AS-S-030, AS-S-035

DMAS 95 - MI/MR Supplemental Level | (AS-1-050)



VIRGINIA DEPARTMENT OF MEDICAL ASSISTANCE SERVICES MI/MR SUPPLEMENT LEVEL |

A. This section is to be completed by the Nursing Home Preadmission Screening Committee.

Name Date of Birth Date NHPAS Request Received

Social Security Number Medicaid Number Responsible CSB

1.

DOES THE INDIVIDUAL MEET NURSING FACILITY CRITERIA? yes no (If "yes", this form must be completed. If "no”. do not
complete Level I screening and do not refer for Level II evaluation. [ndividual cannot be admitted to a Medicaid-enrolled nursing facility. )

DOES THE INDIVIDUAL HAVE A CURRENT SERIOUS MENTAL ILLNESS (MI)? yes (B "yes" only if a. b. and c below are checked
"ves") no (If "no", do not refer for Level il PAS for MI) Diagnosis:

a. Is this major mental disorder diagnosable under DSM-III-R (e.2., schizopt nia. mood, p id, panic, or other serious anxiety disorder:
C form disorder; p lity disorder; other psychotic disorder: or other mental disorder that may lead to a chronic disability)?

yes no

b. Has the disorder resulted in functional limitations in major life activities within the past 3-6 months, particularly with regard to interpersonal
functioning; ion, persi or pace; and ad to change? yes no

¢. Does the treatment history indicate that the individual has experienced psychiatric treatment more intensive than outpatient care more than once in
the past 2 years or the individual has experienced within the last 2 years an episode of significant disruption to the normal living situation due to the
mental disorder? ves no

DOES THE INDIVIDUAL HAVE A DIAGNOSIS OF MENTAL RETARDATION (MR) WHICH WAS MANIFESTED BEFORE AGE 18?
yes no

DOES THE INDIVIDUAL HAVE A RELATED CONDITION? yes (B "yes" only if each item below is checked "yes") no (If
"no", do not refer for Level I PAS for related condition)

a. Is the condition attributable to any other condition (c.g., cercbral palsy, epilepsy, autism, muscular dystrophy, multiple sclerosis, Frederick's ataxia,
spina bifida), other than MI, found to be closely rciated to MR because this condition may result in impairment of g | intell ] functioning or
adaptive behavior similar to that of MR p and requi or services similar to those for these persons?

yes no

b. Has the condition manifested before age 22? yes no

c. Is the condition likely to continue indefinitely? yes no

d. Has the diti Ited in sut ial limitations in 3 or more of the following areas of major life activity (circle applicable areas): self-care,
understanding and usc of language, learning, mobility, seif-direction, and capacity for ind living? yes ._no

RECOMMENDATION (Either "a" or "b" MUST be checked.)

a, D Refer for Level II assessment for:
MI (#2 above is checked "yes")
( 1 ) ____ MRor Related Condition (#3 or #4 is checked "yes”)
___ Dual diagnesis (MI and MR/Related Condition categorics are checked)
NOTE: If 5a is checked, the individual may NOT be admitted to a nursing facility until the State Mental Heaith/Mental Retardation Authority has
provided written approval that the individual's needs can be met in the nursing facility.

Date Referral Package Sent: CSB/Agency Pkg. Sent To:
Contact Person: Address: Phone #:

b. D No referral for Level Il needed because individual:

Does not meet the applicable criteria for serious MI or MR or related condition

Has a primary di; is of d ia (including Alzheimer's di and does not have a diagnosis of MR

Has a primary di is of d ia (including Alzheimer's di ) AND has a secondary diagnosis of a serious MI

Has a severe physical illness (e.g.. documented evidence of coma, functioning at brain-stem level, or other conditions which
result in a level of impairment so severe that the individual could not be expected to benefit from specialized services)

Is terminally ill (notc: a physician must have documented that individual's life expectancy is less than 6 months)

Signature Title Screening Commirtiee

Date

Telephone Number Street Address

DMAS-95 MI/MR Supplement (Revised 12/93) Page | ®



DMAS 95 - MI/MR Supplemental Level | (AS-1-050)

VIRGINIA DEPARTMENT OF MEDICAL ASSISTANCE SERVICES
MU/MR SUPPLEMENT: LEVEL II

R dati

Name ) Screening P!l

B. This section is to be pleted by the C ity Services Board or other entity under contract for Level II evaluation process.

1. EVALUATIONS REQUIRED UPON RECEIPT OF REFERRAL (Check evaluations submitted upon receipt of referral.)

Neurological Evaluation Psych ial/Funtional A
Psychological Assessment History and Physical Examination
Psychiatric Assessment Other (please
specify)
2. RECOMMENDATION
Specialized services are not indicated.
. Specialized services are indicated.
C
3. Date referral package received Date package sent to DMHMRSAS:
QMHP Signature (M1 diagnosis) Date Telephone Number
Psy ist Sign (MR diagnosi: Date . Telephone Number
Case Manager Signature/Title Date Telephone Number
Agency/Facility Name Agency/Facility ID# (if applicable)
Mailing Address

C. THIS SECTION IS TO BE COMPLETED ONLY BY THE THE DEPARTMENT OF MENTAL HEALTH, MENTAL RETARDATION AND
SUBSTANCE ABUSE SERVICES.

Date referral pack received: Concur with r dations of specialized services? yes - __ne

Copies of referral package seat to: Repr ive's Name: Date Package Sent:
PAS representative

Community Services Board
Admitting/retaining nursing facility
Dischargi pital (if appli

Individual being cvaluated*®

Individual's family

Individual's legal representative (if any)*®
Attending physician

ppeals information included.

.

>

Signature of State MH/MRA Title Date Telephone Number
DMAS-9S MI/MR Supplement (Revised 12/93) Page 2 @



S 95 - MI/MR Supplemental Level | (AS-1-050)

MR/VMR SUPPLEMENT INSTRUCTIONS =
IDENTIFYING DATA
NAME: Last, tirst, and middle. DATE OF BIRTH: Month, date, and vear.
SOCIAL SECURITY NUMBER: 9-digit number assigned. MEDICAID NUMBER: 12-digit benefit number assigned.

RESPONSIBLE CSB: The Community Services Board in the locality in which the individual resides.
DATE NHPAS REQUEST RECEIVED: The date that a request for a Level [ screening was made.

1. indicate whether the individual meets nursing facility criteria as described in the Virginia Medicaid Nugsi ng rlome or Preadmission Screening

Manuals, If "yes” is checked, complete the screening. If the individual does NOT meet nursing fucility criteria, do not complete Level [ screening
and do not refer for Level I evaluation. [f criteria is not met, the individual cannot be admitted to a nursing facility.

2 Determination of Serious M I [lness (MD: Check “yes” (that the individual has a current diagnosis of serious MI) only if 2. a.. b.. and c. are
yes”. Indi the di is il "yes" is checked. If "no” is checked for either a.. b., or c. below, do not refer for Level 11 for MI.

a. Check “"yes” if the individual has a major mental disorder diagnosable under DSM-III-R (e.g., enia (i disorg:
4 catatonic, and pnmnmd typcs) mood (including bipolar dlsordcr (mixed, manic, depressed, seasonal, NOS); major depression (single

episode/recurrent, ch 3 holi or 1), depressive disorder NOS; cyclothymia; dysthymia (primary/secondary or early/late onset);
paranoid (includi delusions di jealous, p Y, somatic, unspecified, or induced psychonc disorder); panic or other
severe anxiety disorder (including panic disorder with agoraphobia, agc bia with or wnhout hxsmry of panic disorder, social phobia,
generalized anxiety disorder, obsessive pulsive disorder, past. ic stress di der); m (i somatization d:sordcr
conversion disorder, form pain disorder, hypochondriasis, body dysmorphxc d:sorder, undif iated form disord,

disorder NOS); p ity disorder (includ id, schizoid, schi pal hnstnomc nnrcxsststu: antisocial, borderline, avo:dant, dependent,
obsessive compulsive, passive aggressive, and NOS); other psychoti (includ; hi: iform disorder, schizoaffective disorder

(bipolar/depressive), brief reactive psychosis, atypical, NOS); or other mental disorder that may lead to a chronic disability).

b.  Check "yes" if the individual has a mental dsord:r tha! has rcsultcd in funcuonal limitations in m:xjnr life activities within the past 3-6
months, particularly with regard to interp per and pace and adaptation to change.

c. . Check "yes" if the individual's treatment history indicates that he or she has experienced (1) psychiatric treatment more intensive than
outpatient care more than once in the past 2 years or (2) within the last 2 years, an episode of significant disruption to the normal living situation
due to the mental disorder. .

3. Determination of Mental Retardation (MR): Check "yes" if the individual has a level of retardation (mild, moderate, severe, or profound)
described in the American Association on Mental Retardation’s Manual on Classification in Mental Retardation (1983) that was manifested before

age 18.

4. Determination of Related Conditions: Check "yes” only if each item in 4 a-d below is checked. If "no" is checked, do not refer for Level IT PAS
for related conditions. - : )
a. - Check "yes" if the condition is attributable to any other dition (c.g., palsy, epilepsy, autism, lar dy hy Itipl
sclerosis, Frederick's ataxia, spina bifida), other than MI, found to be closely related to MR because thxs condition may result in |mpa|rm=m of
general intellectual functioning or adaptive behavior similar to that of MR p and requi or services similar to those for these
persons. -
b.  Check "yes" if the condmon has manifested before age 22.

. c.  Check "yes" if the dition is likely to i mdcﬁmlcly.
d. Check "yes" if the dition has ited in sub ial limitations in 3 or more of the following arcas of major lifc acnvﬂy self-care,
d ding and use of I ing, mobility, self-direction, and ity for indep living. Circle the applicable areas.

5. RECOMMENDATION (Either 5a or b MUST be checked.)

A Check this category if Question 2 is checked "yes” AND/OR either Question 3 or 4 is checked "yes". Indi hether referral is for MI or
MR, the date the package is referred to the CSB, and where and to whom the package is sent. An individual for whom 3a has been checked may
NOT be admittzd to a NF until the State Mental Health/Mental Retardation Authority has determined that NF placement is appropriate.

b.  Check this "no referral needed” category ONLY if there is documented cvidence as follows:

- Daes not meet the applicable critedia for MI or MR or a related condition

> Hasa pnm.xr\' diagnosis of dementia (including Alzheimer's disease). (If there is a diagnosis of MR, this category does not apply).

L4 Has a pnm.m/ diagnosis of dementia (including Alzheimer’s disease) AND a xgund.lry diagnosis of Ml

» Hus a severe physical illness (e.g., documented evidence of coma. functioning at briin-stem lcu.l or other diagnoses \\hlch result
in a level of impairment so severe tha the individual could aot be expected to benefit from specialized servicss. If the
deterinines that an iliness not listed here is so severe that the individual could not be expectad to benefit from specialized services,
documentation describing the severe iliness must be attached for review).

L Is terminally ill (note: a physician must have decumented that individual's life expectancy is less than 6 months)

WIIEN ING HAS NOT BEEN PERFORMED PRIOR TO AN INDIVIDUAL'S ADMISSION TO A NF IN A
MELY MAN R, FEDERAL FINANCIAL PARTICIPATION (FFP) IS AVAILABLE ONLY FOR SERVICES FURNISHED
AFTER THE SCREENING HAS BEEN PERFORMED.

ASSESSOR INFORMATION

SIGNATURE: First name. middle initial. and last name. TITLE: Professionat title of the
SCREENING COMMITTEE: Namelocality of screening commitiee.
DATE: Date screcning was completed. TELEPHONE NUMBER: Telephone number. including area code. where assessor may be reached.

STREET ADDRESS: Complete street address. including city, state. and zip code. of the assessor for express mail delivery.

@

eld Definitio

# |Field Name Data Element Name Element ID
1 Refer for Level || Assessment For MI, |PAS MIMR Level Il Reimbursement |DE1355







Input Forms AS-I-055 DMAS 101 -

MI/MR For CBC

General Information

This form has two parts: DMAS-101A is page one of the MI/MR screening process for Community
Based Care (Waivered) Authorizations. Otherwise known as the Level | portion of the MI/MR screen-
ing. DMAS-101B is page two of the MI/MR screening process for Community Based Care
(Waivered) Authorizations. Otherwise known as the Level Il portion of the MI/MR screening.

Subsystem: Financial

Source/Originator: Screening Team

Frequency: On-Demand

Estimated Volume: 427 Per Month

Programs: Short Assessment or ACRR Inquiry/Update (AST015)
Full Assessment - Page 1 Inquiry/Update (AST025)

Proc/Screen ID: AS-S-015, AS-S-020, AS-S-025, AS-S-030, AS-S-035

DMAS 101 - MI/MR For CBC (AS-1-055)



A This section Is {0 be COMPIETEU DY LOC 116E 3tug Asvmaas & 1 =mmememovss =00 o o
services under the Elderly and Disabled waiver.

Date of Birth: Date NHPAS Request Received:
Medicaid Number: Responsibic CSB:

Name:
Social Security Numb
1. DOES THE INDIVIDUAL MEET NURSING FACILITY CRITERIA? __Yes ___No (Check “yes” only if both a and b below are answered “yes™)

a. does the individual meet thcpmgrummtena for the Elderly & Disabled Waiver AND is the individual at imminent risk? __ Yes ___No
b.Cmasafeumappmpnatcplanofwcbe loped to mect all medical/nursing/c dial care needs? ___ Yes ___No

(If **ves™, this form must be completed. If “no”, do not complete Level [ screening and do not refer for assessment of active tx needs. Individuals
who do niot meet the above criteria cannot be approved for Medicaid funded waiver services).

2. DOES THE INDIVIDUAL HAVE A CURRENT SERIOUS MENTAL ILLNESS (MI)? __ Yes No
(Check “yes™ only if answers a, b, and ¢ below are “yes™. If “no™, do not refer for asscssment of active X  needs for MI Diagnosis.)

a Is tlns major mental dxscrda diagnosable un.d:r DSM IV (c.g., schizophrenia, mood, paranoid, panic, or other serious anxiety disorder; somatoform
* P lity disorder; other psych der- or other mental disorder that may lead to a chronic disability)? _ Yes _No

b. Has the disord Ited in functional limitati inmajorlifeucﬁviﬁswithinthepasl%momhs.paﬂiculaﬂywithmgaxdmimn-pq-smal_
functioni ion, i orpue;mdldapuﬁonto:hangc?_Ys_No

c. Does the treatment history indicate that the individual has exp i hi more intensive than outpatient care more than once in

the past 2yeatsm'l.hcmdxwdlnlhlsa(pmmcedmﬂnnthelastzyezxsmeplsodeofstguﬁcantdmpuonlo(henormalhvmgnmtwnducmthe
mental disorder? ___Yes __No

3. DOES THE INDIVIDUAL HAVE A DIAGNOSIS OF MENTAL RETARDATION (MR) WHICH WAS MANIFESTED BEFORE AGE 1§?
__Yes __No

4. DOES THE INDIVIDUAL HAVE A RELATED CONDITION? ___ Yes ___No
(Check “yes™ only if each item below is checked “yes™. If “no”, do not refer for Level IT PAS for related condition.)

a. Is the condition attributable to any other condition (c.g., cerebral palsy, epiler , autism, if Itiple sclerosis, Frederick’s ataxia,
spumb;ﬁda),othcrthmMI,fmmdmbedmdym!medmmbeausethxswndmmmmﬂtmmpmofgmﬂmx:llecwdﬁmcuoamgor
adaptive behavior similar to that of MR p and req of services similar to those for these persons? ___ Yes ___ No

b. Has the condition manifested before age 227 Yes __No
¢. Is the condition likely to continue indefinitely? ___Yes __No

d. Has the condition Ited in I Limitati mSwmofmefouowmgmofmA]orhfeacuwty‘selfm |md=xstandmgmduse
of language, leaming, mohdnty,se!f-d::ectxm.andmpnntyfonndcpeudmthvmg’ Yes (circle applicable areas) __

5. RECOMMENDATION (Either “a” or “b™ MUST be checked.)
a. ___ Refer for Level Il assessment for =*:
___ MI(#2 above is checked “yes™)
S MR or Related Condition (#3 or #4 is checked “yes™)
(1 ) Dual diagnosis (MI and MR/Related Condition categories are checked)

b. ____ No referral for active tr needs required b individual:
___ Does not meet theapphubl:cnm for serious MI or MR or related condition
___ Hasaprimaryd of d ia (including Alzheimer's di \mddmnothnveadugxmsxsofMR
___ Has a primary diagnosis of d ia (including Alzheimer’s di ) AND has a dary diagnosis of a serious MI

Has a severe physical illness (¢.g., documented cvidence of coma, functioning at brain-stern level, or other conditions which result in a level

of impairment so severe that thc individual could not be expected to benefit from specialized services)
Is terminally ill (note: a physician must have d d that individual's life expectancy is 6 months or less.)

Signature : Title Screening Committee

Date Telephone Number Street Address
DMAS-101 A (5/98)

@



DMAS 101 - MI/MR For CBC (AS-1-055)

iy Preadmission Screening Team to determine the need

Attached is an assessment compl _
and appropriateness of comumunity based services under the Elderly and Disabled Waiver (personal care, adult day health care and/or respitc

care) for

(Individual applying for services)

As part of our asscssment process, we have determined that the individual has:
A condition of mental illness which requires assessment for services needed.
A condition of mental retardation which requires assessment for services needed.
within 72
Name of Screener making referral Phone number
so that the assessment and authorization process can be completed.

Pleasc complete the information below and return it to
hours of the referral date of

TO BE COMPLETED BY THE COMMUNITY SERVICES BOARD (Attach additional information as needed.)

The Community Services Board assessed the needs of the individual

(Name of CSB)
referenced above on

(Date assessment completed)

1. O The individual does have a condition of mental illness or mental retardation and has the following
active treatment needs:

a. Active treatment needs will be met by:

b. Ifacﬁveummnmdsmmbyathimm,pleaseamchveriﬁmﬁonﬁomthethirdpanytha!aﬂacﬁve
treatment needs are being met. Also, if active treatment needs are being met by the school system, please explain
how active treatment needs will be met during summer vacation:

2. O The individual does have a condition of mental illness or mental retardation, but could not benefit from services. Please
explain. (Note: if this block is checked, but there is no explanation, services under the E&D waiver cannot
be authorized).

3. O The person does not have a condition of mental illness or mental retardation and therefore does not need treatment or

services from the CSB.

Name of individual who completed assessment: (Please print name),

Signature of individual who completed assessment:
Phone Number: Date signed:

IMAS-101 B (5/98)

‘ ®

Field Definitions

# |Field Name Data Element Name Element ID







Input Forms AS-I-060 DMAS 96 - Medi
caid Funded LTC Pre-Admission

Screening Authorization

General Information

Medicaid Funded LTC Pre-Admission Screening Authorization. This form is used to verify that the
services authorized for Nursing Home or Adult Care Residence (ACR) admissions are valid based
on the information gathered in the UAI or AIDS Waiver Assessment forms. This form is used to indic-
ate payment for two levels of assessments. They are as follows: 1. Level | Assessment - This level of
assessment can be performed by authorized pre-admission screening providers for all potential par-
ticipants and all Medicaid Authorization codes. 2. Level Il Assessment - This level of assessment can
only be performed by Community Service Boards (provider class type 56 with a specialty code of 41
or 42) when the Medicaid Authorization Code for a potential participant's assessment is equal to 01
or 09 and the Level Il Assessment Determination Code is equal to 1, 2, or 3. The provider must com-
plete the MI/MR Level Il Form for the potential participant.

Subsystem: Financial
Source/Originator: Screening Team
Frequency: On-Demand
Estimated Volume: 427 Per Month
Programs: Short Assessment or ACRR Inquiry/Update (AST015)
Full Assessment - Page 1 Inquiry/Update (AST025)
AIDS Waiver Inquiry/Update (AST040)
Proc/Screen ID: AS-S-015, AS-S-020, AS-S-025, AS-S-030, AS-S-035, AS-S-040

DMAS 96 - Medicaid Funded LTC Pre-Admission Screening Author-

ization (AS--060)



Instouctions for completing the A fadficaid
Arnifrorizafiorn Forrmn (DMAS-96)

1.
2.
ER

Enter Indfvidual *= Last Harne. Reguired.

Enter Indrvidual *s First Marne. Required.

Enter Indfvidual *s Birth Date in MLWDDOCCY Y fonmat.
Required

Enter Indrvidual = Social Secur tw Murmber. Beq wired

Enter Indtvidual *s MMedicaid ID nuribe 1 if the Individual
currently has a Medicaid card. This nuraber should haswe
either nine or raelve digits.

Sex: Enter “F™ if Indiwvidnal is Fernale or " if
Indrvidual is Male. Fequired.

I= Indridnal Currently BMedic aid Elizible? Entera "1™ in
the box if the Indiidnal is cure ntly Medicaid Eligible.
Enter a “2" in the box if the Indiqddual is not cure ntls
IE dicaid Eligihle . but it is anticipated that poivate funds
willbe deple ted within 130 days after Tursing Home
adrnizsion or within 45 daws of application or when
personal care begins.

Enter a 3™ in the box if the Individnal i= not e ligile for

IE dicaid and it i= not anticipated that prvate funds wdll

be depleted within 130 daszs afte rNursing Horne

admis=sion

If no, has Indiddnal fommally applied for We dicaid?

Forrnal application for VEdicaid i=s made when the

Indrvidual or a farily we raber las mken the reguired
financial information to the local Eligibilitw Departrasimnt

and cormypleted fonns needed to applwfor benefits. The
authorizaton for long-teryn care canbe wade regardless

of whether the Individnal has been dete mined Medicaid-
elizible, but placernent masv not be oailable until the
prorvider is amsured of the IndbAddual’s Medicaid stats.

I= Indrvidnal cun@nﬂyauxﬂlarygr:mt ehgible'? Enter
appropriate code 07, Y17 or Y27 in the box

Deypt of Social Services: The Departnents Df Social

Serices with =ervice and eligibilitwres pon=sibilityma

not always be the mwe agency. Please indicate, if knowi,

the departiments for each in the areas provided.

Lssemrnent Twpe: Enter in the baooe the nuraber that

COTTES to the asze==ment provided. If this area is not
filled i correctlw, pagent rawnot be made, rawhe
delazed, or mayhbe incorrect. Feq uired.

IE dicaid Luthorzation Enter the nurneric code that
corresponds 1o the Pre-Ldrnission Scree ming Lewel of

iZare authonzed. Enter only one code in this baox.

NOTE: Authorization for Nmxwins Facility or the Eldes
With Consumner Drirection Waiver ik inderchamseable.
wpdates

are 1ot required for mdividuals o noove b edreen ey
the ahermate irncdibntional placernent & the same. Alriy
Living, YWaiver’ s alternate irwtibdional placement i a o
however, the individ nal nmwt alvo have a diasynosk of 2
Alheiner’s Related Dernaentdia and noeet the ran=inge 5
1o gualify.

1 =NURSING FA CILITY authorize onlwif Indmddnal
rieets the Hursing Facility (HF) critena and commmmnits
bazed care i= not an option.

2=PACE/LTC PREPAID HEAT TH PL AN authorize
only if Indivddual meet=1IF chtera (pre-MF criteria does

not qualify and requires a cormrmunitFbased == mice 1o
prevent institutionalizat on.

3 =HIWAIDS WAIVER anthorize only if Individnal

meets the cdtera for LIDS/HIVW Waiver services and
requires ATDEHIW Waiver serdces to prewent
instimtinnalization (that is, case raNagemsnt, private

duty m=ing, persormlrespite care, nutritioml

supplerments].

4=FELDERLY OR DISARIFD WITH CONSUMER
DIRECTION WAIVER anthonze only if Indrvidual

rieets WF criteria and requires a cormraunitbaszed e rice

1o preseent iretutonalisation.

10.

11.

12.

Frunded ILong- Terrn Care Sernvice

11 = ALF RESIDENTIAL LIVING authorize onlsif
Individual has dependency in either 1 &L, 1 IADL or
riedication adiministation.

12=ALF REGULAR ASSISTED LIVING authorize
only if Indmiddual has dependency in either 2 L0 = or
behavior.

14 = Ind &rid val'Family Develop mental Dixab ilitiex
authorize only if the Indivddual e et the crite ria for
adrmizsioninta an IZFDIE. facilitvand meets the Lewel of
Fimc tiohing screehing criteria.

15 = Ter hnolozy A xxinted Waiver anthorize onlwifthe
Indvidnal meets the criteria for adrmission criteria toa
HF specialized carE lewel of car and Equireza
corrnunitFbased e rrice 1o prevent insti mtionalisation.
16 = AXheimer’s Axyivied Larinz Waikrer authorization
only if the Indmddual meets the criteria for admissionto a
TIF and requires a cormrounitebaszed service to prevent
HF instimtionalizmtion. fSuthonzs only if the individnal
has a medical diaghosis of Alzheitmer’s Dizeasze. [fALF
iv authoviged, erter, iff knowt, in itern 29, the prosdde
nuriber of the ATF that will admit the Indtvidml. Enter,
in itexn 27, the date the IndtAidm] will be adrmitted o that
ATF.

0 =MN0O OTHER SERVICES REC OMMEMNDED use
whe nthe scEening team rec ormmends no services or the
Indrvidnal refuses zervices.

2= 0THER SERVICESRE COMMFENDELD includes
informal social support syEterns or anyservice excluding
I dicaid-funded long-tern came (zuch as cornpanion
services, meals on wheels, ME. watver, rehab. services,
eic.)

9= ACTIVE TREATMENT FOR MIME
COMDITION applies to those Indiiduals who meet
Tursing Facility Level of Care but require active
treatment for a condition of mental illne=s or rentl
retamation and cannot appropriately receiwe uch
treatrment in 2 Mur=ing Facilitsy.

Targeted Case Managernent for ALF If ARC, ARR oF
ART iy gurhorized, wou must indicate whether Targeted
iZ7ase Manage ment for ALF (quanterlywisit) is also being
anthorized. The Individnal raust require coordination of
raultiple services and the AT F or ather support ranst not
he available to am=ist in the coordina Hionfac cess of these
services. Enter a *10™ if only the annual rea==e=z=ment is
Tequired.

Ly oy Disgbdes milahility If 2 Medicaid-funded long-tern
[Grreeni®ge cervice is authorized, indicate whether thers =a
waiting list (#1) or that there i= no Tvailable T
rex beca@@@e or whether the =ervice canbe started irarnediatel
birer x (Mdwhed

ariing BIcAHFcoccoie nt: I this i an AIF Feacsessie nt

v heivenisr @i appropriate code for Mo or Yes. Then rark
icility ciReRiyropTiat: box f0T a short reamessiaent or a long
®Eam=esae nt.

Length of StayIf appronal of Muming Facility care is
riade, pleaze indicate how long it is felt that these
services will be needed bsr the Indivdidual. The
plr=ician’s signature certfies expected length of stavas
well as Level of Care.

12.

15,

16,

NOTE: Phyuiians nay wrile progresx notes to

the lengzih of siay for individoals novins b ebve

Farility or the FEDCD Waiver. The progress mn

should provided io the local departaents of zoc
17 i

the Lewel ] screening
agencwor facilityfor exarnple , Hospi@l, local DES, 1ocal
Health, Area Agency
on Azing, TSE, St@ate BMHME facilityy CIL) and belowr
it, in the 10 boxes provided, that entits'= 10 digit WFL
nurnker or 8 digit e dicaid nuraber.

Enter the name of

13,




DMAS 96 - Medicaid Funded LTC Pre-Admission Screening Author-

ization (AS-1-060)

MEDICAID FUNDED L ONG-TERM CARE
SERVICE AUTHORIZATIONFORM

Last Marne: First
Marre: Birth Date:

Ivledicaid ID Sex:

Iz Budividial Ciorerthe Bledicaid Fligible ?
1="Vaxs

[]

2= Mot omrerd b hledicaid eligible , ardicipate dwrithin
120 daye of roare g Fac ity adicsion O writhit 45 dapes
o application orwhen persotial care be g,

3= Mot omrert b hledicaid eligible puot avdicipate d

it 180 days of romsing facility adirdesion

Kro has Bdiddnal fonnalbrapplie d for Ml dicaid?
0=Ho 1="Tes

Levd of Care

Iz FadEridnal amrrerd by Krglisnye Grat e lizihlk ¥
0 =Ho

1 = Wes orhas applied fior Sozdlisry Grant
2 =Ho, Wt is eligible far Gretwral Felief

Drept of Social Servdces:
(Eligibilicy Respansibilitd

[ Servrices Fecporeibilio)

1 = Mimsing Facility Serwiges
2 =PACET TCPHE ALF prowrider rnrher
3 = O SHTY Waiver Safwi

4 = Ederhr @ Dicahled w
Lrire ctice, Wha iver

11 P.LFR&Sld.Em.ml

SERVICE AVAILABILITY

NOTE: Sthorization for Horshs Fa-:ﬂ.t_,-Desn'ed service provider not
or the Elderhy o

Dricghled warith Comazner D ch‘nIfaiwr‘Semi;:e prowvider awailable

iz dterchangeahle. start drove distelyr

Sire etz update £ ate hot Teqiyive d for

irdividuals o mome

hehare ety serrices be case the b hemate

mstintiors ]l placerert

metinticra ]l placerrert is 4 rojreing facility,
hunarenrer, the mdivddual
st aleo hawee 3 diggposic of [sheirer’s
Or Slgheirer’s Fehted
Drerreritia srd rreet the romrsige facilite
criteria to qualify

NO MEDICATD SERVICEF

AUTHORIZEED
8 = Oher Sarvdces Fecaprendsd
9 = Activre Treatrmert for pILRIR

Cadition
0 = Ho other serwice s recdqurrerded
T el Case for ALF

0=Ho 1= Tes
Dececarert Corrpleted
1 = Pl fece st = Short
Decesarert

1 = IZZ]J.mr.nmwai.mghstfm' ceTnrce



# |Field Name Data Element Name Element ID
1 |Level | Physician (Authorization Date) |PAS Level | Physician Authorization |DE1346
Date

2 [Social Security Person Social Security Number DE1000

3 |Medicaid Number Person Enrollee ID DE1004

5 |lIs Individual Currently Medicaid Eli- PAS Medicaid Eligibility Code DE1161
gible

6 |Has individual formally applied for PAS Medicaid Application Code DE1156
Medicaid?

7 |lIsindividual currently auxiliary grant eli-|PAS Auxiliary Grant Applied Code |[DE1159
gible?

8 |Medicaid Authorization PAS Medicaid Authorization Code  |DE1157

9 |Targeted Case Management for ACR [PAS Case Management Code DE1352

10 |Assessment Completed Assessment Package Code DE1372

11 |Service Availability PAS Service Availability Code DE1160

12 |Length of Stay (If approved for Nusing |PAS Length of Stay Code DE1158
Home)

13 |Level | Provider Number 1 National Provider Identifier DE4700

14 |Level | Provider Number 2 National Provider Identifier DE4700

15 |Level Il Assessment Determination PAS Level Il Assessment Determin- |DE1165

ation Code
16 |Level 2 Screener Provider Number National Provider Identifier DE4700
17 |Did individual expire after PAS/ACR  |PAS Patient Expired Code DE1350

Screening?




Input Forms AS-I-070 DMAS 99 - Com

munity Based Care Recipient Assess-
ment Report

General Information

This form is used to capture data on Recipient Functional Status, Medical/Nursing Information, Sup-
port System, RN Supervision, Consistency and Continuity. This form has the same functional cri-
teria as the UAL. It is used for Personal Care, Adult Day Care and Respite Care. Only the first initial
and six-month reassessments should be keyed into the system.

Subsystem: Financial

Source/Originator: Servicing Provider

Frequency: On-Demand

Estimated Volume: 427 Per Month

Programs: DMAS 99 Nursing Assessment Inquiry/Update (AST045)
Proc/Screen ID: AS-S-045

DMAS 99 - Community Based Care Recipient Assessment Report (AS-I-

070)




Community-Based Care Recipient Assessment Report
] Initial [ Menthly | &6 manth Reassessment andicr Desk Revicw

Recipient Name: () Date of Girth;

Medicaid | Number: Start of Care:_{

Recipient's Current Address: Agency Name:

_ Provider |D Number: (<)
Phane; ( )

FUNCTIONAL STATUS (Shaded areas denoie independence or mechanical dependaonce)

ADLS Meeds Mo | MH | __ Human Felp MH & Human Helo Pesformed i5 Mot
- Superdze Phys, Asst Supenvisa Phys. Asst By Clrers | Performed
Bathing x
Dressing ()
Tallating ) n"i} g —]

( Transferting ()
Eating/Freding )

CONTINENCE I{:nntl'ncr!t Insontinent | Incontinest | Incontinent | External Devies | Indwelling Cath | Ostemy Mot

= Weakly Self Carn ‘Weakly or = Mot Self Cara Mot Self Care Self Care
o T e

e B | —

MOBILITY: (D) e
Maads MNo .1\;1H‘ bumzn Help WH & Hu man HI:“\I'D Canfines Confired Coes Mot
rleln Only | Superyise | Phys. Asst, Slperwise | Phys, Asst, Wowes Apout _ Maove About

Orientad Dizariented-Some Disorientad- Disorlented-All Dseriented-All Semi-Comatosal
Spheres/Some Time | Some SpherestAll | Spheres/Some Time SpharasiAll Comatose
Time - __ Time
Spheras Affected - - | Source of Info:
| BEHAVIOR: (4}
Appropriate Wanderning/Passive | Wandering/Fassive | AbusivefAggressives Lbusivel/dggressivel Seml=
< Than Weekly Weekiy ar = Disruptives Weekly Disruptive > Weokly Comatesn!
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DMAS 99 - Community Based Care Recipient Assessment Report (AS-I-

070)

Therapies/Special Medical Procedures:

Hospitalizations: Date(s): Reason(s):
SUPPORT SYSTEM
Hours Aide Provides Care to Recipient: Total Weekly Hours: gf’?2 Days per Week: @

Other Medicaid/Non-Medicaid Funded Services Received:

Family/Other Support:

Who other than the recipient is to sign the aide logs?
Is Recipient in need of supervision at all times to be maintained safely?: [] Yes [] No

RN SUPERVISION
Dates of RN supervisory visits for the last 8 months:

Does the Aide document accurately the care provided? [] Yes [] No
Does the care plan reflect the needs of the Recipient? [] Yes [] No
If No to either, please describe follow-up:

CONSISTENCY AND CONTINUITY

Number of Days of No Service In the Last 6 Months: (Do Not include Hospitalizations)

Number of Aides Assigned to Case in the Last 6 Months: Regular Aides : Sub-Aides:
Has the recipient or caregiver had any problems with the care provided in the last six months? [] Yes [] No If Yes,

please describe problem(s) and the follow-up taken:
Date of most recent DMAS 122: Patient Pay Amount::

RN Supervisor/Coordinator Signature: Date:

Aide Present? [] Yes [JNo Name of Aide: Regular Aide []/ Sub Aide []

NURSING NOTES: (Rns may utilize space below for documentation of pertinent issues that may occur between home
visits)




DMAS 99 - Community Based Care Recipient Assessment Report (AS-I-

070)

RN SIGNATURE: DATE:,

S9revsd.doc

Field Definitions

# |Field Name Data Element Name Element ID




1 |Recipient Name Person Name DE1001

2 |Medicaid ID Number Person Enrollee ID DE1004

3 |StartofCare Assessment Date DE1023

4  [Provider ID Number National Provider Identifier DE4700

5 |Bathing CBC Functional Status - Bathing DE1377
Code

6 |Dressing CBC Functional Status - Dressing DE1379
Code

7 |Toileting CBC Functional Status - Toileting DE1381
Code

8 |Transferring CBC Functional Status - Transferring|DE1382
Code

9 |Eating/Feeding CBC Functional Status - Eating / DE1380
Feeding Code

10 |Bowel CBC Functional Status - Bowel Code|DE1386

11 |Bladder CBC Functional Status - Bladder DE1378
Code

12 |Mobility CBC Functional Status - Mobility DE1375
Code

13 |Orientation CBC Cognitive Function - Orientation| DE1373
Code

14 |Behavior CBC Behavior Pattern Code DE1374

15 [Joint Motion CBC Function Status - Joint Motion |DE1383
Code

16 |Med. Administration CBC Administer Medication Code DE1376

17 |Total Weekly Hours CBC Nursing Information - Aide DE1358
Weekly Hours

18 |Days per Week CBC Nursing Information - Aide DE1359

Days per Week




Input Forms AS-1-080 PIRS TADS E-
Mail - DMAS LTC Utilization Review

of PIRS Results

General Information

DMAS - LTC Utilization Review of PIRS Results - Patient Assessment Data Form (Main Review
Group). This is a free-form document sent from DMAS via e-mail and is currently referred to as
TADS. Itis primarily used to inform FHSC of assessments that require information to be updated on
the online screens. Only changes to be made are those that have been written in the comments sec-
tion.

Subsystem: Financial

Source/Originator: DMAS

Frequency: Weekly

Estimated Volume: N/A

Programs: Level of Care Inquiry/Update (ASTO75)
Proc/Screen ID: AS-S-010, AS-S-075

PIRS TADS E-Mail - DMAS LTC Utilization Review of PIRS Results (AS-I-

080)



@

DMAS - LTC UTILIZATION REVEIW OF PIRS RESULTS -
PATIENT ASSESSMENT DATA FORM (MAIN REVIEW GROUP)

BAYSIDE HEALTH CARE CTR

1
(D ssn 131182265 (2)SOURCE:  NHAD (Passor o612 23

@ NAMELAST: BRYANT  (© NamERRsT JosePHINE (€ NAMEMID

4952138 @
@ MED_NO:810101651018 @PROVIDER: 4952138 ADM_DT: @6 12 13
13
DIAG1:71500 @ DIAG2: 00000 @DIAGS:ODOOO O PARAL: 000
®.  .® ® ®
BATH: & DRESS: 5 OILET: 4 TRANSF: 4 BOWEL: 3 BLAD: &

@ EAT: 3

& G 6D D

BEHAVE: 0O ORIENT: 1 MOBIL: 4 WALK: 4 WHEEL: 6
COMM: 2 OT: 0 PT: 1 SPEECH: 0 DRESSING: 11 OTH NUR:
R &P
ADEr 09 Validated >>>> ADL %unf: 0
CLASS SCORE: C Class_Score:

Comments: Add Diagnosis - #71500 Hip Fracture; Transfer - change #3 to #4 - is transferred;

Walk - change #1 fo #4 - does not waik.

SignOff: MAF SignOff_Date: 05/06/98

Field Definitions

# |Field Name Data Element Name Element ID
1 |SSN Person Social Security Number DE1000
2 |SOURCE Assessment Source Code DE1022
3 [ASS_ DT Assessment Date DE1023




4 INAMELAST Person Last Name DE1336

5 |NAMEFIRST Person First Name DE1334

6 [(NAMEMI Person Middle Initial DE1335

7 |MED_NO Person Enrollee ID DE1004

8 |PROVIDER National Provider Identifier DE4700

9 |ADM DT PIRS Patient’'s Admission Date DE1042

10 |DIAG1 PIRS Medical Diagnosis Code DE1055

11 |DIAG2 PIRS Medical Diagnosis Code DE1055

12 |DIAG3 PIRS Medical Diagnosis Code DE1055

13 |PARAL PIRS Medical Status - Para- DE1054
lysis/Paresis Code

14 [(BATH PIRS Function Status - Bath Code |DE1080

15 |DRESS PIRS Function Status - Dressing DE1081
Code

16 [TOILET PIRS Function Status - Toilet Code |DE1082

17 |TRANSF PIRS Function Status - Transfer DE1083
Code

18 |BOWEL PIRS Function Status - Bowel Code |DE1084

19 |BLAD PIRS Function Status - Bladder DE1085
Code

20 |EAT PIRS Function Status - Eat- DE1086
ing/Feeding Code

21 |BEHAVE PIRS Function Status - Behavior DE1087
Code

22 |ORIENT PIRS Function Status - Orientation |DE1088
Code

23 |MOBIL PIRS Function Status - Mobility Level | DE1089
Code

24 WA PIRS Function Status - Walking DE1090
Code

25 |WHEEL PIRS Function Status - Wheeling DE1091
Code

26 |COMM PIRS Function Status - Com- DE1093
munications Code

27 |OT PIRS Current Service - Occupational |DE1101
Therapy Code

28 |PT PIRS Current Service - Physical Ther;DE1102
apy Code

29 |SPEECH PIRS Current Service - Speech Ther-|DE1103
apy Code

30 |DRESSING PIRS Current Service - Daily Dress- |DE1116




ing Code

31 |OTHNUR PIRS Current Service - Physical Ther;DE 1102
apy Code

32 |ADL SCORE DEO0000

33 |CLASS SCORE DEO000O

34 (VALIDATED ADL COUNT DEO000O

35 [VALIDATED CLASS_SCORE DEO0000

36 |COMMENTS DEO0000




Input Forms AS-1-090 Virginia Uni-

form Assessment Instrument

General Information

The assessment form is used for Elderly and Disabled Waiver, Nursing Facility, or Assisted Living
Services. The data from this paper form are entered into the Assessment Maintenance Application.
The UAI contains two components: 1. Short Assessment - contains identification/background ques-
tions and functional status. 2. Full Assessment - contains Short Assessment, health, psycho-social,
and caregiver assessments, and assessment summary.

Subsystem: Financial
Source/Originator: Screening Team
Frequency: On-Demand
Estimated Volume: 427 Per Month
Programs: Short Assessment or ACRR Inquiry/Update (AST015)
Full Assessment - Page 1 Inquiry/Update (AST025)
AIDS Waiver Inquiry/Update (AST040)
Proc/Screen ID: AS-S-015, AS-S-020, AS-S-025, AS-S-030, AS-S-035, AS-S-040

irginia Uniform Assessment Instrument (AS-1-090)



VIRGINIA UNIFORM ASSESSMENT INSTRUMENT

Dates: Screen: '.)

Assessment: \L { /
0 IDENTIFICATION/BACKGROUND Reassessment(0i2)
Name & Vital Information
Client '\I;u:ne Cl:ent&‘;\
(Last) (First) (Middle Initial)
/d)
Address:
(Street) City)(5) (State) (Zip Code)
Phone: ( ) Cxty/Cuunty Code: L

Directions to House:

Demo graphms

Blrthdnte ’ Age: Sex: (?‘) Male o Female 1
(Month) (Dav» (Year)

Marital Stalus(,?_ Married 0 Widowed 1 Separated 2 Divorced 3 Single 4 Unknown ¢

P

Race: ('?h . Education: Communication of Needs: )

___ Whiteo —— Less than High School o — Verbally, English 0

— Black/African American 1 — Some High School 1 — Verbally, Other Language 1

—— American Indian 2 _ High School Graduate 2 Specify:

— Oriental/Asian 3 —— Some College 3 — Sign Language/Gestures/Device 2

__ Alaskan Native 4 — College Graduate 4 Does Not Communicate 3

— . Unkrown e — Unknown 9 Hearing Impaired?

Ethnic Origin: Specify:

Primary Caregiver/Emergency Contact/Primary Physician

Name: Relationship:

Address: Phone: () w)

Name: Relationship:

Address: Phone: (H) w)

Name of Primary Physician: Phone:

Address:

Initial Contact : : : ;

Who called:

(Name]j (Relation to Client) {Phone)

Presenting Problem/Diagnosis:

© Virgmia Long-Term Care Council, 1994 UAIPartA 1




irginia Uniform Assessment Instrument (AS-1-090)

| CLIENT NAME: Client SSN: - = '
Current Formal Services

n— " p— o

Do you cir.r’r'e‘;\tly::ii‘?e any of the following type G ser

Noo Yes1  Check All Services That Apply Provider/Frequency:

——  — Adult Day Care @

——  ——  Adult Protective @

—— — Case Management @

—— —— Chore/Companion/Homemaker J@
29

— . ___ Financial Management/Counseling g/,

—  _—__ Congregate Meals/Senior Center 7

—— —— Friendly Visitor/Telephone Reassurance

—_  ___ Habilitation/Supported Employment (%%,

—— —— Home Delivered Meals

—  Home Repairs/Weatherization

P

- Housing

——  «— Legal 3)
—— —— Mental Health (Inpatient/OQutpatient)

___ ___ Mental Retardation (}2)

—— —— Personal Care (4,

— Respite (41 .
— — Substance Abuse j‘7>
—  Transportation (§ w

— e Vucational,Rehab/'Iob Counseling (100,
— _—_ Other: 10]

Financial Resources
Where are youi on this scale e g heck, 1 bills o; il
& i ? i, i

— $20,000 or More ($1,6670or More) 0

—— 515,000 - $19,999 ($1,250 - $1,666) 1 —  __  Legal Guardian, (o2

— $11,000 - $14,999 (5 917 - $1,249) 2 —_  __ Powerof Attorney, ___1D%)
—  59500-%10,999 (§ 792-% 916)3 . ___  Representative Payee, (o4
—— $7000-5 9,499 (5 583-§ 791)4 ___ ___  Other, _ (oS

— I hamel g1 e T
—— Unknown 9 Noo Yes:

a1: o
Number in Family unit: ——  ——  Auxiliary Grant Q‘D(o)

-
Optional: Total monthly family income: —— ——  FoodStamps (107

e = Fuel Assistance -\’\"
N

___  —  General Relief (1 »

= ¥ S o ey R T T

_Eqayo“cmmﬁy A — ——  State and Local Hospitalization (]
Noo Yes1 Optional: Amount —_  ___ Subsidized Housing (11])
__ ___ Black Lung, —— ——  TaxRelief (|7 o
—— —— Pension, 5 o3

R — Social Security,
—— —— '55I/SSDL

VA Benefits, W3 Medicare, #_\ Lﬂl‘J_

I —  Wages/Salary, _{1(‘9_ N Medicaid, #

e -y Oither; e (1) Pending: O Noo O Yes
% omBistmB: 3 Noo O ves

== = All Other Public/Private:
© Virginia Long-Term Care Council, 1994 A |ﬁ UAI Part A
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CLIENT NAME:

Client SSN: = B

Physical Environment

Other 3 Names of Persons in Household
—  House: Owno
—  House: Rent 1
—— House: Other 2
—— Apartment 3
—— Rented Room 4
; Name of Provider Admission Provider Number
(Place) Date (If Applicable)

Adult Care Residence 50

Adult Foster 60

Nursing Facility 70

Mental Health/
Retardation Facility 80

Other 90

e

- Whe

re you usﬁéflj_fé i_ive, are i.i'lgi'é an;

No o

Yes 1 Check All Problems That Apply

—— Barriers to Access

—  Electrical Hazards

—  Fire Hazards/No Smoke Alarm

—  Insufficient Heat/Air Conditioning

— Insufficient Hot Water/Water

— Lack of/Poor Toilet Facilities (Inside/Qutside)

—— Lack of/Defective Stove, Refrigerator, Freezer
—  Lack of/Poor Bathing Facilities
Structural Problems

—  Telephone Not Accessible

—— Unsafe/Poor Lighting

—  Other:

Lack of/Defective Washer/Dryer

Unsafe Neighborhood

Unsanitary Conditions

Describe Problems:

© Virginia Long-Term Care Council, 1994
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CrLiENT NAME:

Client SSN: -

i I

é FunNncTioONAL STATUS (Check only one block for each level of functioning)

Needs MH Only 10 HH Only 2 b MH&HH3 ° Performed IsNot °
Help? Mechanical Help Human Help by Others 40 Performed 350
Physical Physical S
No 00| Yes Supervision 1 | Assistance 2 | Supervision 1| Assistance 2

Bathing @ £
Dressing (@

Toileting \'/I:'ﬁ

Transferring (IL/-
\
: : Spoon | Syringe/ |Fed by |
Fed 1| Tube Fed 2| IV 3
Needs Incontinent External Device/ Incontinent External ° Indwelling Ostomy
Help? Indwelling/ Device Catheter
Ostomy
Less than weekly 1 Self care 2 Weekly or more 3 Not self care 4 Not self care 5 Not self care &
No 00| Yes
Bowel Q/@
Bladder @
Comments:
D
- Needs MH Only 10 HH Only 2 MH & HH 3 Performed Is Not
Ambu{atlon Help? Mechanical Help Human Help by Others 40 Performed 50
R Eps i Physical Physical Bl 7
Nooo| Yes Supervision | | Assistance 2 | Supervision 1| Assistance 2 |
Walking @
Wheeling 2-])
Stairclimbing @
3 Confined Confined
Moves About Does Not Move About
Mobility 5?{)
Needs
A Comments:
D Help?
= = D
2 No 0 |Yes 1
Meal Preparatior( 3‘;)
Housekeeping 1:43
Laundry '{D
Money Management

Transportation(2 5)

Shopping :;“\

Using Phone 3 C‘)

Home Maintenance

) \

Qutcome: Is this a short assessment?

— No, Continue with Section 4 0

Screener:

Yes, Service Referrals |

Agency:

Yes, No Service Referrals 2

© virginia Long-Term Care Council, 1994
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[. CrLiENT NAME:

Client SSN: - = W

@ PHysicAL HEALTH ASSESSMENT

Professional Visits/Medical Admissions

Doctor’s Namel(s) (Listall) Phone Date of Last Visit

Reason for Last Visit

Admissions: In the past12 ﬁm_uths. have y;m been admitted to 3. fnr medmal or zehabx

tation reasons?

Admit

No 0 Date

Yes 1 ARSI L U B B Name of Place

Length of Stay/Reason

Hospital

Nursing Facili

Adult Care Residence {12

Do you have any advanced directives such as. .. (Who has if

Living Will, @

L Whereisit h)?

No o Yes 1 Location

Durable P%)fArmrney for Health Care, GL:’)
Other,

Diagnoses & Medication Profile )

Do you have any current medical problems, or a known or suspected diagnosis of mental
retardation or related conditions, such as . .. (Refer to the list of diagnoses)?

Current Diagnoses Date of Onset

Diagnoses:
Alcoholism/Substance Abuse 1)
Blood - Related Problems 2)
Cancer (03)

Caminvamdu Prnblzms

o rone o5 - i
High Blood: Pressuze (06)
Other Cardiovascular Problems o

2 3

Reason(s) Prescribed

Enter Codes for 3 Major, Active Diagnoses: None 00

Current Medications

Dose, Frequency, Route
{Include Over-the-Counter)

oW

w

o

s e
Developmenial Disabilities
- Mental Retardation10)

Liver/Galt Bladder 18}
Endocrine (Gland) Problems
Diabetes (19)
Other Endacrime Problems (200
Eye Disarders 21)
Immune System Disorders 22)
Muscular/Skeletal
'\!iflnll:u'RhEumlm;d Arthritis ¢3)
Ooteoprosia 11
Other Muscular/Skeletal Problems (25)
Problems

8
9
0.

25 i
atal No. of N1edic.]lions:Q (If 0, skip to Sensory Function) Total No. of Tranquilizer/Psychotropic Drugs:

Do you have any problems with medicine(s) ... How do you take your medicine{s)? @

No 0 Yes! Without assistance 0

Adverse reactions/allergies

Administered/monitored by lay person 1

Administered/ monitored by professional
nursing staff 2

—— —— Cost of medication

— Getting to the pharmacy

Taking them as instructed/ prescribed
Understanding directions/schedule

Describe help:

Name of helper:

Brain Trauma/Injury (26)

Spinal Cord Inpury (27)

Stroke Q8

Other Neurological Problems (29)
Psychiatric Problems

Anxiety Disorders (30)

Bipolar 31

Majar Depression (12)

Personality Disorder (33)

Schizophrenia (34

Other Paychiatric Problems (35
Respiratory Problems

Black Lung (ot

COPD 37)

Preumonia (38)

Other Respiratory Problems (39
Urinary/Reproductive Problems

Renal Failure (30)

Other Urinary/Reproductive Problems (41

All Other Problems (42

Virginia Long-Term Care Council, 1994
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Client SSN: - =

CLIENT NAME:
Sensory Functions :

How is your vision, hearing, and speech?

No Impairment 0 Impairment

Record Date of Onset/Type of [mpairment

Complete Loss 3 Date of Last Exam

Compensation 1 No Compensation 2

Vision (7_@
Hearing(%3
Speech{_?ﬂ)

Physical Status :

oy

: ']oint Motion: How is ynurabllﬁy‘to muv y:;urarms,% ger

Within normal limits or instability corrected 0
Limited motion 1

Instability uncorrected or immobile 2

* Have you ever broken or dislocated any bone:
part of your body? :

ntary movement of any

Fractures/Dislocations @

Missing Limbs (62)

Paralysis/Paresis @

None 000

Hip Fracture 1
Other Broken Bone(s) 2

Dislocation(s) 3

Combination 4

Previous Rehab Program?
No/Not Completed 1

Yes 2

Date of Fracture/Dislocation?
1 Year or Less 1

More than 1 Year 2

None 000
___ Finger(s)/Toe(s) 1
Arm(s) 2
Leg(s) 3

Combination 4

Previous Rehab Program?
No/Not Completed 1

Yes 2

Date of Amputation?
1 Year or Less 1

More than 1 Year 2

— None ooo
— Partial1
— Total 2

Describe:

Previous Rehab Program?
— No/Not Completed 1
— Yes2

Onset of Paralysis?

— 1YearorLess1

__ More than 1 Year 2

Height: L

(inches)

Weight: 222 Recent Weight Gain/Loss:

(lbs.) "
Describe:

= Noo _Yes1:

None 0

—  Low Fat/Cholesterol 1
No/Low Salt 2
No/Low Sugar 3

Combination/Other 4

Do you take dietary supplements?

None 0

——  Occasionally 1
Daily, Not Primary Source 2
Daily, Primary Source 3

Daily, Sole Source 4

Are you on any special diet(s) for medical reasons?

Noo Yest

Do you have any problems that make it hard to eat?

Food Allergies

Inadequate Food /Fluid [ntake
Nausea/Vomiting/Diarrhea
Problems Eating Certain Foods
Problems Following Special Diets
Problems Swallowing

Taste Problems

Tooth or Mouth Problems

Other:

firginia Long-Term Care Council, 1994
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CrienT NAME: Client SSN: - -

Current Medical Services L

Rehabilitation Therapies: Do you get any therapy prescribed Special Medical Procedures: Do you receive any special
by a doctor, such as...? nursing care, such as...?
No 0 Yes1 Frequency Noo Yes1 Site, Type, Frequency
I O\::upatiu%@ _ ___ Bowel/Bladder Training _(G%
— ___ Physical (& —— — Dialysis
—— ——  Reality/Remotivation & 3) _— e Dressing/“’gwjd Care @
—— ——  Respiratory ()] — __ Eyecare 27
s === 'Speech s —— —— Glucose/Blood Sugar
__ ____  Other @ —— —— Injections/IV Therapy )
—— —— Oxygen €2

; . =
Do you have any pressure ulcers & -)) Radiation/Chemotherapy f)

None 0 Location|Size —  — Restraints ( Phyr.ual(ci:%rmcal L_

— Stage 1 —— —— ROM Exercise

—— Stagell 2. —— —— Trach Care/Suctioning
—— Stagelll 3 —— —— Ventilator ﬁb
— StagelV4 — = Gther: 6’9

Medical/Nursing Needs

Based on client’s overall condition, assessor should evaluate medical andfor nursing needs.

Are there ongoinmg medica[lnurging needs? @_ Noo _— Yes1

If yes, describe ongoing medical/nursing needs:

1. Evidence of medical instability.

2. Need for observation/assessment to prevent destabilization.
3. Complexity created by multiple medical conditions.
4

Why client’s condition requires a physician, RN, or trained nurse’s aide to oversee care on a daily basis.

Comments:

Optional: Physician’s Signature; Date:

Others Date:
(Signature/ Title)

© Virginia Long-Term Care Council, 1994 UAIPartB 7




irginia Uniform Assessment Instrument (AS-I-

LCI.IEN'I NAME: Client SSN;

Q PsycHO-So0OCIAL ASSESSMENT
Cogni

@ Orientation (Note: Iuformation in itali

e Function

is optional and can be used to give @ MMSE Score in the box to the right.)

Person: Please tell me your full name (so that I can make sure our record is correct).

Place: Where are we now (state, county, towin, streetfroute number, street namefbox number)?
Give the client 1 point for each correct response.
Time: Would you tell me the date today (year, season, date, day, month)?

Oriented 0 Spheres affected:

__ Disoriented - Some 5pheres, some of the time 1

—  Disoriented - Some spheres, all the time 2
— Disoriented - All spheres, some of the time 3
— Disoriented - All spheres, all of the time 4

— Comatose 5

Recall/Memory/Judgement

Recall: [ am going to say three words, and I want you to repeat them after I am done
(House, Bus, Dog). & Ask the client to repeat them. Give the elient 1 point
for each correct response on the first trial. ¥ Repeat up to 6 trials until client
can name all 3 words. Tell the client to hold them in his mind because you
will ask him again in a minute or so what they are. :
Attention/ '
Concentration: Spell the word “WORLD". Then ask the client to spell it backwards.
Give 1 point for each correctly placed letter (DLROW).
Short-Term: & Ask the client to recall the 3 words he was to remember.

Long-Term: When were you born (What is your date of birth)?

Judgement: Lf you needed help at night, what would you do?

No 0 Yes1

a2 s
Short -Term Memory Loss? J 5

— —  Long-Term Memory Loss

Judgement Problem? (1]

Optional: MMSE Score

3}

(5¥

Total: —_@

Note: Score of 14
or below implies .
cognitive impairment

Behavior Pattern |

@ Does the client ever wander without purpose (trespass, get lost, gb into traffic, etc.) or become agitated and abusive?

— . Appropriate 0

—  Wandering/Passive - Less than weekly 1

__ Wandering/Passive - Weekly or more 2

—— Abusive/Aggressive/Disruptive - Less than weekly 3
—— Abusive/Aggressive/Disruptive - Weekly or more 4

Comatose 5

Source of Information:

Type of inappropriate behaviar:

Life Stressors ;

Are there any stressful events that currently affect your life, such as...?
No 0

Financial problems e

No 0 Noo Yes! Yes 1

Change in work/employment — g

Yes 1

—  —  Death of someone close g

Major illness - family /friend

Famuly conflict Recent move/relocation _

© Virginia Long-Term Care Council, 1994

Victim of a crime
Failing health

Other:

UAIPartB 8



CLIENT NAME:

Client SSN: 2

In the past month, how often did you

Rarely/
Never 0

Some of
the Time 1

Most of

Otfeniz the Time 3

Unable to
Assess 9

Feel anxious or worry constantly about things?

Feel irritable, have crying spells or get upset over little things?

Feel alone and that you didn’t have anyone to talk to?

Feel like you didn’t want to be around other people?

Feel afraid that something bad was going to happen to you
and/or feel that others were trying to take things from you
or trying to harm you?

Feel sad or hopeless?

Feel that life is not worth living . . . or think of taking your life?

See or hear things that other people did not see or hear?

Believe that you have special powers that others do not have?

Have problems falling or staying asl_eep?

Have problems with your appetite .. that is, eat toe much or
too little?

Comments:

Social St -

Are there sou;lé'things that you do tl_‘t.at yoﬁ'_esi:ve;:'ial,ly enjoy? "

No 0 Yes1

——  —  Solitary Activities,

Describe

_  —  With Friends/Family,

— —  WithGroups/Clubs,

—  —  Religious Activities,

How often do you talk with your children, family or friends, either during a visit or over the phone?

Children Other Family

—  No Children

|

No Other Family o

— Daily 1 — Daily 1

——  Weekly 2 —  Weekly 2

— Monthly 3 ——  Monthly 3

— Less than Monthly 4 —— Less than Monthly 4
— Never s —— Never 5

Friends/Neighbors

— No Friends/Neighbors 0

Daily 1

Weekly 2

—  Monthly 3

—— Less than Monthly 4

— Nevers

Are you satisfied with how often you see or hear from your children, other family and/or friends?

—— Nou Yes |

© virginia Long-Term Care Council, 1994
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irginia Uniform Assessment Instrument (AS-1-090)

IfLIL—NI’ Manme: Client S5N: - -

Hospita[izat.{on/AIcohol - Drug Use

Mo Yes | " ?.‘%)

Admit
Mame of Place D.ﬁ"cl Length of Stay/Reason

o (did vou ever use non pmscnplmn, mnmi a]tm.n.g -
‘!‘TIIIJ'II‘AI'II,EQ'? i seitE el : ;

o

- Do ('di.d_}. you e_v'er’ rmlc alcuhnhc bev,eran”

— Never @ — Newer o
—  Atcene time, but no longer 1 — Al one lime, but nolonger |
—  Currently : —— Currently 2

How much: S ST How much:

How often: How uiten:

If the clien! htas never used alcohol ar ather non-pecseription, mood altering substances, skip to the lobacco question.

Have you, or someone close to you, | Do (did) you ever use alcohel/other Do (did) you ever use alcoholiother
ever been concerned about your maoad-altering substances with... ' | mood-altering substances to help you...
use of alcohol/other mood altering i ) ; FE 8 BT :
substances?
— Not¢ —— Yes1 Moy Yes: Mo @ Yest
Describe concerns: | —— ——  Prescription drugs? — _ Sleep?

—_— —— OTC medicine? —  — Relax?

== Qther substances? Get more energy?

— — Relieve worries?

Describe what and how often: >
Relieve physical pain?

Describe what and how oiten:

Da (did) vou ever smoke or use tobacco products?

— Never o
At ome Hme, sut ne langer |
—— Cuorrently 2

How much:

How eften:

Is there anything we have not talked about that you would like to discuss?

|y UAI Part B 10

B Virgia Lenw-Term Care Council,



| CrienT NAME: Client SSN: . .

'@ ASSESSMENT SUMMARY
Indicators of Adult Abuse and Neglect: Winie completing the as
ed by Virginia lnw, Section 631 - 55.3 to repore this to Hee local O

relet

b, if wou stisp
ol Social Se

or r_'L!'J'(J;.f'f“LJ_\I_ W arg

s, Ailitdt Protectioe Services,

Caregiver Assessment

Does the client have an informal caregiver? {/‘]5)
—— No 0 (5kip to Section va Frefurences) o Wesd

Where does the caregiver live?

With client 0
—  Separate residence, close proximity 1

Separate residence, over 1 havr awsy 2

Is the caregiver's help . . ..

—— Adequale 1o meet the client’s ne=ds? ©
—— No: adequate to meet the client’s ngeds? 1

Has providing care to the client become a burden for the caregiver? '.I_I 7’?\\,]

Moz atall 0
——  Somewhat 1

Very much 2

Describe any problems with continued carcgiving:

Preferences

Client’s preferences for receiving needed care:

Family/Representative’s preferences for clienl’s care:

Physician’s comments (if apolicable): —

S Vorgima LungTerm Care Council, 1994 UAI Part B 11




irginia Uniform Assessment Instrument (AS-1-090)

] Crie~nt Nasmu:

Client 58N

Sk

Client Case Summary -

Unmet Needs

Moo Yes 1 (Cheok AN That Apply!
-

~ {t2)
Finances | i-;

(13
S H.mw.-’l‘h_x\".n il Environments [ 2/

ADLS
[ADLS (75)

No o Yes |

AN Thiae Aol

J |
|
]

1-\'-"_:

_ Medical Care/Health (77)
MNuatritien 'rr“:f,-'

- .

Cognitive,/Emotional ( 'e"})

P e e e
Caregiver Support ¢ ‘.-_SE}

=T
ive Devices/Medical Equipment (16)

Assessment Completed By:

Assessor’s Mame

Signature

Agency/Provider Name Provider#

Seclionds)
Completed

Cptiad!s Case assigned b

Code #

C Wirginia Long-Term Care Council, 1994

UAL Part B 12

Field Definitions

#

Field Name

Data Element Name

Element ID




1 |Dates: Screen Assessment Date DE1023

1 |Dates: Assessment Assessment Date DE1023

1 |Dates: Reassessment Assessment Date DE1023

2 |ClientName Person Name DE1001

3 |Client SSN Person Social Security Number DE1000

4 |Address Person Address DE1002

5 |City Person Address DE1002

6 |City/County Code Assessment City / County Code DE1019

7 |Birthdate Person Birth Date DE1006

8 |Sex Person Gender Code DE1010

9 |Marital Status Person Marital Status Code DE1011

10 |Race Person Race Code DE1012

11 |Communication Needs UAI Communication of Needs Code |DE1211

12 |Where do you usually live? UAI Usually Live Physical Envir- DE1212
onment Code

13 |ADLS: Bathing UAI Functional Status - Bathing DE1213
Code

14 |ADLS: Dressing UAI Functional Status - Dressing DE1214
Code

15 |ADLS: Toileting UAI Functional Status - Toileting DE1215
Code

16 |ADLS: Transferring UAI Functional Status - Transferring |DE1216
Code

17 |ADLS: Eating/Feeding UAI Functional Status - Eating / DE1217
Feeding Code

18 |[Continence: Bowel UAI Functional Status - Bowel Code [DE1218

19 |[Continence: Bladder UAI Functional Status - Bladder DE1219
Code

20 |Ambulation: Walking UAI Functional Status - Walking DE1220
Code

21 |Ambulation: Wheeling UAI Functional Status - Wheeling DE1221
Code

22 |Ambulation: Stairclimbing UAI Functional Status - Stair Climb- |[DE1222
ing Code

23 |Ambulation: Mobility UAI Functional Status - Mobility DE1223
Code

24 (IADLS: Meal Preparation UAI Functional Status - Meal Pre- DE1224
paration Code

25 |IADLS: Housekeeping UAI Functional Status - House- DE1225
keeping Code

26 |IADLS: Laundry UAI Functional Status - Laundry DE1226




Code

27 |IADLS: Money Management UAI Functional Status - Money Man- [DE1227
agement Code

28 |IADLS: Transportation UAI Functional Status - Trans- DE1228
portation Code

29 |IADLS: Shopping UAI Functional Status - Shopping DE1229
Code

30 |IADLS: Using Phone UAI Functional Status - Using Phone |[DE1230
Code

31 |IADLS: Home Maintenance UAI Functional Status - Home Main- |DE1231
tenance Code

32 |[Active Diagnosis: DX1 UAI Medication Profile - Medical Dia-|DE1232
gnosis Code

33 [Active Diagnosis: DX2 UAI Medication Profile - Medical Dia-|DE1232
gnosis Code

34 |[Active Diagnosis: DX3 UAI Medication Profile - Medical Dia-|DE1232
gnosis Code

35 |[Total No. of Medications UAI Medication Profile - Number Of |DE1233
Medications

36 |How do you take your medicine(s) UAI Medication Profile - Administer |[DE1234
Medication Code

37 |Sensory Functions: Vision UAI Sensory Function - Vision Code [DE1235

38 |Sensory Functions: Hearing UAI Sensory Function - Hearing DE1236
Code

39 |Sensory Functions: Speech UAI Sensory Function - Speech DE1237
Code

40 |(Physical Status: Joint Motion UAI Sensory Function - Joint Motion [DE1238
Code

41 |Physical Status: Fractures Dislocations |UAI Sensory Function - Fractures/ |[DE1239
Dislocations Code

42 |Physical Status: Missing Limbs UAI Sensory Function - Missing DE1240
Limbs Code

43 |Physical Status: Paralysis / Paresis UAI Sensory Function - Paralysis/ |DE1241
Paresis Code

44 |Nutrition: Height Assessment Patient's Height DE1242

45 |Nutrition: Weight Assessment Patient's Weight DE1243

46 |Nutrition: Recent Weight Gain/Loss  |Assessment Patient's Recent DE1244
Weight Gain Or Loss Code

47 |Occupational UAI Current Medical Services - OccuiDE 1245
pational Therapy Code

48 |Physical UAI Current Medical Services - Phys{DE1246

ical Therapy Code




49 |(Reality / Remotivation UAI Current Medical Services - Real-DE1247
ity / Remotivation Therapy Code

50 |Respiratory UAI Current Medical Services - Res- [DE1248
piratory Therapy Code

51 |Speech UAI Current Medical Services - DE1249
Speech Therapy Code

52 |Other UAI Current Medical Services - DE1250
Other Therapies Code

53 |Do you have any pressure ulcers? UAI Current Medical Services - Pres-DE1251
sure Ulcers Code

54 |Bowel/Bladder Training Dialysis UAI Current Medical Services - DE1252
Bowel / Bladder Training Code

55 |Dialysis UAI Current Medical Services - Dia- [DE1253
lysis Code

56 |Dressing/Wound Care UAI Current Medical Services - DE1254
Dressing Wound Care Code

57 |Eyecare UAI Current Medical Services - Eye |DE1255
Care Code

58 |Glucose/Blood Sugar UAI Current Medical Services - Gluc-|DE1256
ose / Blood Sugar Code

59 |lInjections/IV Therapy UAI Current Medical Services - Injec-DE1257
tions/ IV Therapy Code

60 |Oxygen UAI Current Medical Services - Oxy- [DE1258
gen Code

61 |Radiation/Chemotherapy UAI Current Medical Services - Radi-| DE1259
ation / Chemotherapy Code

62 |Restraints (Physical/Chemical) UAI Current Medical Services - DE1260
Restraints Code

63 |ROM Exercise UAI Current Medical Services - DE1261
Range Of Motion Exercise Code

64 |Trach Care/Suctioning UAI Current Medical Services - DE1262
Trach Care / Suctioning Code

65 |Ventilator UAI Current Medical Services - DE1263
Ventilator Code

66 |Other UAI Current Medical Services - DE1264
Other Special Procedures Code

67 |Are there ongoing medical/nursing UAI Ongoing Medical Nursing DE1265

needs? Needs Code

68 |Orientation UAI Cognitive Function - Orientation |DE1266
Code

69 |Behavior Pattern UAI Behavior Pattern Code DE1267

70 |Does the client have an informal care- |UAI Informal Caregiver Code DE1268




giver

71 |ls the caregiver's help UAI Informal Caregiver Help Code |[DE1269
72 |Unmet Needs: Finances UAI Unmet Needs - Finances Code |DE1271
73 |Unmet Needs: Home/Physical Envir- |UAlI Unmet Needs - Home / Physical [DE1270
onment Environment Code
74 |Unmet Needs: ADLS UAI Unmet Needs - Activities of DE1272
Daily Living Code
75 |Unmet Needs: IADLS UAI Unmet Needs - Instrumental DE1273
Activities of Daily Living Code
76 |Unmet Needs: Assistive Devices/Med- |UAI Unmet Needs - Assistive DE1274
ical Equipment Devices / Medical Equipment Code
77 |Unmet Needs: Medical Care/Health UAI Unmet Needs - Medical Care/ |DE1275
Health Code
78 |Unmet Needs: Nutrition UAI Unmet Needs - Nutrition Code |[DE1276
79 |Unmet Needs: Cognitive/Emotional UAI Unmet Needs - Cognitive / Emo-|DE1277
tional Code
80 |Unmet Needs: Caregiver Support UAI Unmet Needs - Caregiver Sup- |DE1278
port Code
81 |AdultDay Care UAI Current Formal Service - Adult |DE1280
Day Care Code
82 |Adult Protective UAI Current Formal Service - Adult |DE1281
Protective Code
83 |Case Management UAI Current Formal Service - Case |DE1282
Management Code
84 |Chore/Companion/Homemaker UAI Current Formal Service - Chore, |[DE1283
Companion, Homemaker Code
85 |Congregate Meals/Senior Center UAI Current Formal Service - Con- |DE1284
gregate Meals, Senior Center Code
86 |Financial Management/Counseling UAI Current Formal Service - Fin-  |DE1285
ancial Management, Counseling
Code
87 |Friendly Visitor/Telephone Reas- UAI Current Formal Service - DE1286
surance Friendly Visitor, Telephone Reas-
surance Code
88 |Habilitation/Supported Employment UAI Current Formal Service - Hab- |[DE1287
ilitation, Supported Employment
Code
89 |Home Delivered Meals UAI Current Formal Service - Home |DE1288
Delivered Meals Code
90 |Home Health/Rehabilitation UAI Current Formal Service - Home |DE1289
Health, Rehabilitation Code
91 |Home Repairs/Weatherization UAI Current Formal Service - Home |[DE1290

Repairs, Weatherization Code




92 |Housing UAI Current Formal Service - Hous- [DE1291
ing Code

93 |Legal UAI Current Formal Service - Legal |[DE1292
Code

94 |Mental Health (Inpatient/Outpatient) UAI Current Formal Service - Mental [DE1293
Health (Inpatient, Outpatient) Code

95 |Mental Retardation UAI Current Formal Service - Mental | DE1294
Retardation Code

96 |Personal Care UAI Current Formal Service - Per- |DE1295
sonal Care Code

97 |Respite UAI Current Formal Service - Res- |[DE1296
pite Code

98 |Substance Abuse UAI Current Formal Service - Sub- |DE1297
stance Abuse Code

99 |Transportation UAI Current Formal Service - Trans- [DE1298
portation Code

100 [Vocational Rehab/Job Counseling UAI Current Formal Service - Voca- [DE1299
tional Rehab , Job Counseling Code

101 |Other UAI Current Formal Service - Other |DE1300
Code

102 |Legal Guardian UAI Financial Resources - Legal DE1301
Guardian Representative Code

103 [Power of Attorney UAI Financial Resources - Power of [DE1302
Attorney Representative Code

104 |Representative Payee UAI Financial Resources - Payee DE1303
Representative Code

105 |Other UAI Financial Resources - Other DE1304
Representative Code

106 [Auxiliary Grant UAI Financial Resources - Auxiliary |DE1305
Grant Benefits Code

107 [Food Stamps UAI Financial Resources - Food DE1306
Stamps Benefits Code

108 [Fuel Assistance UAI Financial Resources - Fuel DE1307
Assistance Benefits Code

109 |General Relief UAI Financial Resources - General |DE1308
Relief Benefits Code

110 [State and Local Hospitalization UAI Financial Resources - State and [DE1309
Local Hospitalization Benefits Code

111 [Subsidized Housing UAI Financial Resources - Sub- DE1310
sidized Housing Benefits Code

112 |Tax Relief UAI Financial Resources - Tax DE1311

Relief Benefits Code




113 [Medicare (Insurance) UAI Financial Resources - Medicare |DE1312
Insurance Code
114 |Medicare # Person Medicare Number DE1005
115 [Medicaid (Insurance) UAI Financial Resources - Medicaid [DE1313
Insurance Code
116 (Medicaid Pending UAI Financial Resources - Medicaid [DE1315
Pending Insurance Code
117 |Medicaid QMB/SLMB UAI Financial Resources - Medicaid [DE1316
QMB, SLMB Insurance Code
118 [All Other Public/Private UAI Financial Resources - Other DE1317
Public, Private Insurance Code
119 |Hospital UAI Medical Admissions - Hospital |DE1318
Code
120 [Nursing Facility UAI Medical Admissions - Nursing [DE1319
Facility Code
121 [Adult Care Residence UAI Medical Admissions - Adult DE1320
Care Residence Code
122 |Living Will UAI Advanced Directives - Living DE1321
Will Code
123 (Durable Power of Attorney for Health |UAI Advanced Directives - Durable |DE1322
Care Power of Attorney for Health Care
Code
124 |Other UAI Advanced Directives - Other DE1323
Code
125 [Short-Term Memory Loss UAI Cognitive Function - Short Term [DE1324
Memory Loss Code
126 |Long-Term Memory Loss UAI Cognitive Function - Long Term [DE1325
Memory Loss Code
127 |Judgement Problem UAI Cognitive Function - Judgment |[DE1326
Problem Code
128 [MMSE Score UAI Cognitive Function - MMSE DE1327
Score
129 |Have you been hospitalized or received |UAI Alcohol, Drug Use Hos- DE1328
inpatient/outpatient treatment in the last |pitalization Code
2 years for nerves, emotional/mental
health, alcohol or substance abuse
problems
130 |Where does the caregiver live UAI Informal Caregiver Proximity DE1329
(Live) Code
131 |Has providing care to the client become |UAI Informal Caregiver Patient Bur- |DE1330

a burden for the caregiver

den on Caregiver Code




Input Forms AS-I-100 Provider Facil-

ity Ownership Change Form

General Information

This form is used to update the Enrollee and Assessment databases to Reflect a Change of Own-
ership of a Provider Facility including Nursing Home and Community Based Care facilities. The form
is prepared by the DMAS Provider Unit and submitted to ACS Services (VMAP) QC Unit for entry of
datainto the MMIS.

Subsystem: Financial

Source/Originator: DMAS

Frequency: On-Demand

Estimated Volume: N/A

Programs: Provider Change - Level of Care & Assessments (ASR400)
Proc/Screen ID: RF-S-016-02

Provider Facility Ownership Change Form (AS-I-100)




THE DEPARTMEMT OF MEDICAL ASISISTAMNCE SERVICES
FPROVIDER FACILITY OWRMMERSHIP CHAMGE FORM (AS--100)

{1} (2}

DATE: REQUESTOR:
(5) 10
(3} (4 (6} B {9}
MEW PROWIDER PROY SITE OLD PROWIDER  PROW ZITE AaDMISSIORN DATE EXCERPTION
TYPE IMND TY'PE IMD IMDICATOR

REQUEST1  __ _ _ _ _____ o _ S —— — —— ———— -
fhd DD CC ™

REQUEST 2  __ _ _ _ __ ___ o L ______ ___ - U -
fbd DD O

REQUESTS _ _ _ _ _ _ ____ ___ __ o _________ ___ I o -
fbd DD o

REQUEST 4 _ o e e _ —— o -
fhd DD SO

REQUESTS  _ _ _ _ _ _ ____ ___ __ o _________ ___ e — e ———— -
hdbd DD 22

REQUE=TE  _ _ _ _ _ _ ____ ___ __ o _________ ___ I . ——_—_ -
hbd DD CCNY

REQUESTY o o e —— e -
hbd DO S

REQUESTS _ _ _ _ _ _ ____ ___ __ o _______ ___ —— U -
b DO SO

REQUESTS o o e —— — —— ———— -
fbd DD O

REQUEST10 _ _ o e el _ —— o -
b DD SO

FHSC USE OMLY:

DATE RECEMED: 11}
DATE PROCESSED: (12}
IMITIAL: (13

Field Definitions

# |Field Name Data Element Name Element ID
1 |DATE DEO0000
2 |REQUESTOR DEO0000
3 |NEWPROVIDER National Provider Identifier DE4700
4 |INEWPROVIDER TYPE Provider Type DE4006
5 |NEW PROVIDER SITE IND NPI XREF Site Number DE4143
6 |OLD PROVIDER National Provider Identifier DE4700
7 |OLD PROVIDER TYPE Provider Type DE4006
8 |OLD PROVIDER SITE IND NPIXREF Site Number DE4143
9 |ADMISSION DATE Enrollee Benefit Enroliment Begin DE3064
Date
10 |EXCEPTION IND Benefit Plan Exception Indicator DE3072
11 |DATE RECEIVED DEO0000







Input Forms FN-1-001 HIPP Program

Application

General Information

This input form is received from the Department of Social Services when a Medicaid enrollee has
insurance available through an employer.

Subsystem: Financial

Source/Originator: DSS

Frequency: Daily

Estimated Volume: Variable

Programs: HIPP Cost Evaluation Program (FNT011)
Proc/Screen ID: FN-S-011

HIPP Program Application (FN-1-001)



HEALTH INSURANCE PRENMITUM PAVMENT PROGRAM
APPLICATION

1. Please fill out your name and address

Wour Mame and Address

]

()

13)

[4)

[5) (6)

Sodal Security Mumber (T)

Telephone Mumber (2)
¢ ) (home)
¢ ) (work)

2. Please complete the following information regarding your employment, or the employment of the

parent offering the group health plan.

Your Employer’s Mame and Address
)

(10)

(11)

(12)

(13 (14)

Employee Benefits Manager (15)
(if availahle)

Telephone Mumber (16)
¢ )

3. Employee’s name and S5 & Gf different from your own) (17) (s

4. Please complete the following information megarding your insurance. If you have more than one

plan, please list.

Insurance Company (19)

Insurance Company

Mame of Plan

Manee of Plan

5. List all persons eligible for coverage under this policy.

20) 21)
Name Date ofhirth Relationship Medicaid Covered Applied
T Yes Ne o
Yes Mo
Yes H Mo H
Yes Mo
Yes Mo H
Signature: Date Completed:
For Worker ID# (2d)

D55 | Case ID Mumber (23)

Use Mew Case[] Redeermination ]
Only

Program Designation (25)

Couri-Ordered Ahsent Parent Case (26)
Major Ilness Yes 1 DNo




# |Field Name Data Element Name Element ID
1 |Name Enrollee Full Name DE3003
2 |Address Enrollee Additional Address Name [DE3114
3 |Address Enrollee Street Address DE3115
4 |Address Enrollee City Name DE3116
5 [Address Enrollee State Code DE3117
6 |Address Enrollee ZIP Code DE3118
7  |Social Security Number Enrollee Social Security Number DE3034
(SSN)
8 |Telephone Number Enrollee Telephone Number DE3095
9 |[Employer's Name Payee Name DE9560
10 |Employer's Address Payee Additional Address Line DE9513
11 |Employer's Address Payee Address Line DE9512
12 |Employer's Address Payee City DE9514
13 |Employer's Address Payee State DE9518
14 |Employer's Address Payee Zip Code DE9519
15 |Employee Benefits Manager Payee Contact Name DE9566
16 |[Telephone Number Payee Phone Number DE9565
17 |Employee's Name HIPP Payee Sequence Number DE9515
18 |Employee's SSN # HIPP SSN/FEIN Number DE9517
19 |Insurance Company Payee Name DE9560
20 |Name Enrollee Full Name DE3003
21 |Date of Birth Enrollee Birth Date DE3005
22 |Relationship Enrollee Relationship to Case Head |DE3480
Code
23 |Case ID Number Case Identification Number DE3043
24 |Worker ID # Case Worker Number DE3431
25 |Program Designation Enrollee Eligibility Aid Category DE3009
26 |Court-Ordered Absent Parent Case [TPL Absent Parent Indicator DE3721




Input Forms FN-1-002 HIV Premium

Assistance Program Application

General Information

This input form is received from the Department of Social Services when an enrollee has HIV and
insurance is available through an employer.

Subsystem: Financial

Source/Originator: DSS

Frequency: Daily

Estimated Volume: Variable

Programs: HIPP Cost Evaluation Program (FNT011)
Proc/Screen ID: FN-S-011

HIV Premium Assistance Program Application (FN-1-002)




HIVPREMIUM ASSISTANCEPROGRAM
APPLICATION

The information on this form will be used in determining eligibility for the HIV Health Insurance Premium A ssistance Program. Al questions
must be completed, and the form must be signed by the applicant o the applicant’s repres entative.

Al information on this form will be maintained in the strictest confidence. It will not be disclosed withmat written consent from you or your
tepresentative.

To helpus process the application as quickly as possible and avoid abreak in coverage under your insarance plan, the following information mest
be submitted with the completed spplication form:

s Physzician’s Vetification Form
s A copy of your insurance card
o & copy of your most recent pay stub or tax return

If youwish to eneoll or are currently enrolled in an insarance plan, wow are responsible for ey premivn parmerts wntl eligibdity is determined.

PART A - APPLICATION
Last Mame (1) First Name (3} NI (3}
Mr.
H Mrz.
M.
Your Address {4} City (5 Stae (0) ZIP (T
Telephone Number (8} Daie of Birth & Sex (10} Currently Enrolled in Medicaid
Home: { } MM/IDDICCYT
Woda: { ) 0O m O F 0 Yes [0 Na
Race (for statistical purposes ondy) Virginia Resident Uniied Stales Citizen
[1Yes [] Mo [1Yes [] Mo
PARTE - INSURANCE
Mame of Insurance Company (11) ‘ Policyholder Mame (12)
Address of Insurance Company (13) City (14) State (15) ZIP (16)
Effective Date of Policy (17) Type of Coverage (18) Total Mumber on Policy: Copy of insurance
Card attached?
MRLDDCCYY Enpleyee Only
Famndly
Dher {explainy
Monthly Premiums (19) Date eligihility hegan, or will hecome effective: (200
MMIDDICCYY
$




HIV Premium Assistance Program Application (FN-1-002)

PART C —EMPLOYER INFORMATION
Employer providing coverage: Contact (Group Administrater) (27)
(21)
Address:
(4] Phone é#: (28)
(23) ol
(24) (25) (26)
PARTD —INCOME AND ASSET STATEMENT
IMNCOME ABSETS
Please Lirt the Sllvwing fimily sources of inc ome on an annual haris: Total arsets
Wages [ ] Savinge accounds
Salarier and tips Foney madet cerificales
Profit from sel-employnsent Centificaies of daposit
Diddends orinieres i Fhoual fimds
Dicahility henefiis Stocke and honds
Uneniployment
Pension or reii i
Oriher {describe)
Total: {rannoiexcesd 200% of federal poverty suidelines) Towl: {cannot excesd 10,000}

Fleaw note: all moome and asset infornnation ir sulject © fnther verificanon,

READ CAREFULLY BEFORE SIGNING
v oo full responsibility v the decuracy of the sstements on thisform Tunderstand that the Department of Madical Asastance
Sevvicer will wse these shawments 1 determine my eligbilty for the HIV Health Innpanse Pramium Aedoanee Progan. |

v Tundersmnd that Jam to reonburse the Deparenent Pr amy money received by we oy paid on myp behalf o which ] was notennited

+  Tunderdand that if available funding is obligated, my name will be placed on o waining list for three months. ¥ Iom 810l ingrested in
the program affer that ime, it ismy xesponsibiliy & reapply to the progran.

v Tagree © reportany changes inmy chwumsances 1o the IV Health noance Pranion dssstance Progran within 18 days,
mcluding changes I IN0oMe, WIourees, evploymEnt, coverage premuom onount, and my aldress

*  [omaware that Virginia Laws provide that anpone who obiains or ties o ebtain or whe helps any person to obigin publ assistance
o which the person is not entitled is malty of viclating the laws of the Staw of Virgma, teludmg the Code of Virginia Secfions 32 1-
321 2 fvough 321 dand 63 1124

¢ A oopy of the HIV Health Insumance Fremiten dssistance Frogram policies has been provided o me. Fpmy signasee below, Teerify T
have read and undersiand these policies and agree © be bound by them for purposes of my appleation for and/or recept of benefits
under this program.

SIGNATURES
Under penalty of petjury, I certify that the stdements I have made are true and correct to the best of my knowledge and belief.

Bignature of the Applicant: Date;

Ifthe Applicant was assisted in filling out this application, name of prepatrer

Relationship to Applicant: Organization:

Field Definitions

# |Field Name Data Element Name Element ID
1 |LastName Enrollee Last Name DE3110
2 |FirstName Enrollee First Name DE3111
3 |MI Enrollee Middle Initial DE3112
4  |Your Address Enrollee Street Address DE3115




5 |City Enrollee City Name DE3116
6 [State Enrollee State Code DE3117
7 |ZIP Enrollee ZIP Code DE3118
8 |Telephone Number Enrollee Telephone Number DE3095
9 |Date of Birth Enrollee Birth Date DE3005
10 |Sex Enrollee Sex Code DE3007
11 |Name of Insurance Company Payee Name DE9560
12 |Policyholder Name TPL Policyholder Last Name DE3737
13 |Address of Insurance Company Payee Additional Address Line DE9513
14 |City Payee City DE9514
15 |State Payee State DE9518
16 |ZIP Payee Zip Code DE9519
17 |Effective Date of Policy TPL Policy Effective Date DE3659
18 |Type of Coverage HIPP Plan Type Code DE9535
19 |Monthly Premiums HIPP Premium Amount DE9537
20 |Date Eligibility Began HIPP Open Enrollment From Date  |DE9550
21 |Employer Providing Coverage Payee Name DE9560
22 |Address Payee Additional Address Line DE9513
23 |Address Payee Address Line DE9512
24 |Address Payee City DE9514
25 |Address Payee State DE9518
26 |Address Payee Zip Code DE9519
27 |Contact (Group Administrator) Payee Contact Name DE9566
28 |Phone# Payee Phone Number DE9565
29 (Wages Enrollee Gross Income DE3035




Input Forms FN-I-003 HIPP Request

for Check Stub Letter

General Information

This input form is received from the case-holder and can be used to update the HIPP Cost Evalu-
ation or HIPP Payee Screens.

Subsystem: Financial

Source/Originator: Employee

Frequency: Monthly

Estimated Volume: Variable

Programs: HIPP Payee Data Program (FNT012)
Proc/Screen ID: FN-S-012

HIPP Request for Check Stub Letter (FN-1-003)



HEALTH INSURANCE PREMIUM PAYMENT (HIFP) PROGRAM
REQUEST FOR COPY OF PAYCHECK STUB

QUESTIONS? CALE HIPP
(BN $32-5024 (Lang Distance) ar
(804) 225-9236 (local) ar FAX (804) 786-0973

EMPLOYEE NAME (1)

EMPLOYEE STREET ADDRESS (2)
EMPLOVEE STREET ADDRESS (3)
EMPLOYEE CITY (4), STATE (), ZIF (6)

(N (8)
MEDICAID # HIFF #:
1 In order to receive your health insurance premium payment check, please attach your most recent

pavcheck stub showing the deduction for your health msurance. This must be recerved m this office
no later than the first of every month s0 vou can recetve vour reimbursement check. Failure to do so
will result in delay or loss of your HIPP payment.

2. Are there any changes in your employment, msurance premiums, address, ete. ¥ If “yes”, please fill

out the information below and return with the copy of your paycheck stub.

@) (10)
EMFPLOYEE: EEIR

(11) 12)
NEW EMPLOYER: EMPLOYER PHONE #

a3)
MEW [NESUFANCE COMPANTY:
(14)

MNEW PREMIULM AMOUNT:

(15)
NEW ADDRESS:
OTHEE:

The Department of Medical Assistance Services pays msurance premiums on behalf of eligible persons.
Failure to report any changes may result in underpayments, cancellation of coverage, incorrect processing of
medical claims, retractions, or overpayments. If you have any changes in employment, insurance coverage,
premiums, etc. that would affect these health insurance payments, please complete ttem 2 and mail this form
as soon as possible to assure contmued HIPP payments..

Field Definitions

# |Field Name Data Element Name Element ID
1 |[Employee Name HIPP Payee Sequence Number DE9515
2 |Employee Street Address Payee Additional Address Line DE9513
3 |Employee Street Address Payee Address Line DE9512
4 |[Employee City Payee City DE9514
5 |State Payee State DE9518




6 [Zip Payee Zip Code DE9519
7  |Medicaid # Enrollee Permanent Identification DE3093
Number
8 |HIPP# HIPP File Number DE9522
9 |Employee HIPP Payee Sequence Number DE9515
10 |SSN HIPP SSN/FEIN Number DE9517
11 |New Employer Payee Name DE9560
12 |Employer Phone # Payee Phone Number DE9565
13 [New Insurance Company Payee Name DE9560
14 |New Premium Amount HIPP Premium Amount DE9537
15 |New Address Enrollee Additional Address Name [DE3114




Input Forms FN-1-004 Employer Insur-

ance Verification Form

General Information

This input form is received from employers and is used to gather the information required for paying
premium payments.

Subsystem: Financial

Source/Originator: Employers

Frequency: Daily

Estimated Volume: Variable

Programs: HIPP Payee Data Program (FNT012)
Proc/Screen ID: FN-S-012

Employer Insurance Verification Form (FN-1-004)



Today's Date:

Date Due:

{10 days)

EMPLOYER INSURANCE VERIFICATION
VIRGINIA DEPARTMENT OF MEDICAL ASSISTANCE
HIFP Program (Health Insurance Pretnnin Payment)

Richmond, VA 23219
(30412254736
The State of Virginia is considering paying the health insurance premium on behalf of the employee listed helow, in
accordance with Section 1906 of the Social Security Act. Any information provided on this form will remain
confidential. In order to help us make a determination, please retwn this formn within 10 days. A pre-addressed
starnped envelope 15 enclosed for your convenience,

PART A — FLIGIBILITY

1. Employee Status O fulltime O parttime
2. Is this employee eligihle for coverage under your company’s group heatthplan? O yes O no
{if “no ", reason; )
AF “na”, Al PARTE ooy and renury)

PART B - MEMBERSHIP
Employee KR Birthdate
Eligible for healthPlan 0O wes O no
Cwrrenily enrolled inplan [ yes [ o
Dependents S Birihdate | Relationship | Eligible for healthplan | Currenily ermolled in plan
[ Yes [ no ] Yes [ne
O Yes O ne OYes [Jno
O Yes O no OYes O no
L' Yes Umo “Yes Mno
O Yes ] ne O Yes [no
PART C - COVERAGE
1. Ifthe employes iz ourrently erwolled, what is the type of coverage?
O Ewmployee Only O Employee Plus Child O Family

Effective Date

2. Ifthe employee isnot outrertly enrolled, when can enrollment ocour? (17

O Open Emrollmment Dates: From MM/DD/CCYY To MM/DD/CCYY
O After Employment period is met (date eligible )
U Any time




Employer Insurance Verification Form (FN-1-004)

PART D -PLANBENEFITS
Please indicate henefits for each group health plan available to the employee. If more than 2 plans are available, use additional forms.
Name and Address of Insurance Company Name and Address of Insurance Company
@)
[S)]
5] ) (6)
Mame of Plan Hame of Plan
Premium Tnformation Premium Information
{employee’s portion only) 8) {employee’s portion only)
Premium (1)) Premium
Coverage Amount How Ofien Coverage Amount How Ofien
(please fill ont all plans) (please fill ot all plans)
Emplayes Only ] O Weekly Emplayes Only § 0 Weekly
Emplayes + Child § [ Evety Two | Employes + Child ] [] Evety Twa
Family § Weeks Family ] Weeks
H I onthly H I onthly
Cuatterly Quartetly

Type of Plan: Services Covered: Type of Plan: Services Covered:

(0 0. @y a

HMO [npatient Hospital HMO Inpatient Hospital

PRO o Outpatient Hospital FPC o Cutpatient Hospital
0 Hospital Cnly Physicians H Hospital Only H Physicians

Comprehenstvel Home Health Comprehensive/ Home Health

Il ajor Medical OLabray Ifajor Medical O Lab/ray

HDmgs H Drugs
Dental Dental
Pre-excisting conditions exchided? (12) Tes [ 1Mo Pre-encisting oonditions exchided? Tes | 1Mo
Dependert matetsity exchided? Tes (Mo Drependest matertty exchided? Tes Mo
Watmg period for materntdy? Yes —Ho Wattmg perod for maternty? Tes — Ho
PART E —EMPLOYER'S REPRESENTATIVE: [ heteby certify that all information contained herein is true and is corect to the
best of my knowledge.

Group &dministrator for Health Insurance Plan (13)
Employer (14)
Employet’s &Address (15) (16) (17 (18)
Depattmett
Fhotie # )] (19)
Signature Date
Attach business card {f available

Field Definitions

# |Field Name Data Element Name Element ID
1 |Open Enrollment HIPP Open Enrollment From Date  [DE9550
2 |Name of Insurance Company Payee Name DE9560




3 |Address of Insurance Company Payee Additional Address Line DE9513
4  |Address of Insurance Company Payee City DE9514
5 |Address of Insurance Company Payee State DE9518
6 [Address of Insurance Company Payee Zip Code DE9519
7 |Coverage HIPP Plan Type Code DE9535
8 |Premium Amount HIPP Premium Amount DE9537
9 |How Often HIPP Payment Frequency Code DE9538
10 |Type of Plan HIPP Plan Type Code DE9535
11 |Services Covered TPL Code DES5422
12 |Pre-Existing HIPP Medical Condition Indicator DE9536
13 |Group Administrator Payee Contact Name DE9566
14 |Employer Payee Name DE9560
15 |Employer's Address Payee Additional Address Line DE9513
16 |Employer's Address Payee City DE9514
17 |Employer's Address Payee State DE9518
18 |Employer's Address Payee Zip Code DE9519
19 |Phone# Payee Phone Number DE9565




Input Forms FN-I-005 Recoupment,

Cash Receipt and Payment Add
Pay/Recovery Transactions

General Information

This form is used as an input document and audit trail for the on-line Add Pay/Recovery process.
This form has reason codes in the 1000, 2000, 8000 and 9000 ranges listed on it. The reason codes
in the 1000 range are for setting up a recoupment. The reason codes in the 2000 range are for

decreasing a recoupment. The reason codes in the 8000 range are for cash receipts. The reason
codes in the 9000 range are for payments.

Subsystem: Financial

Source/Originator: DMAS Financial

Frequency: On-Demand

Estimated Volume: 600 Per Month

Programs: Capitation Payments Converted to Claims Report (FNW032)
Proc/Screen ID: FN-S-006, FN-S-007

Recoupment, Cash Receipt and Payment Add Pay/Recovery Trans-

actions (FN-1-005)



F(H:

BECOUFMENTS ; CASH BECEIPTS ARHD PRAYMEHTS

MATCHING FCH:

[EN]

PRYEE ID:

[§3]
PAYEE HAME:

(3]

(4]
BEASOH CODES

(5]
FECOUFMENT THCREASEfCLATHM FETRACTIONS {(ACCOUHTS RECEIVABLE THCRERSE)

(1000 - 1999}
RECOUFMEHT DECBEASE (FIRST HEALTH RECEIVABLE})
(2000 - 2999)
CASH RECEIPT
{8000 — §999)
PIYMEHTS
(9000 - 9999)
TRAHSACTION AMOUHT: (6] CHECK HUMBER: 7
CHECE DATE: &3]
HH/DD fCCEE
BEGIN DATE: ()] EHD DATE: (1)
HH/DD/CCTY HH,/DD/ oYY
ERECOUFMEHNT LIMIT: 111 BFECOUFMENT LIMIT: 121
[Fercentage] [Bmeouant]
FISCAL YERR: [13] PROGRAM CODE: [14]
COFY
CLATMS FEF. HUMBERS: RECEIPT AMOUHTS:
(15] (15)
OBJECT CODE: FIPS CODE: FUHD/FUHD DETAIL: FUHD SPLIT({%)

171

BEHEFIT FROGRAM CODE :

[1&)

{13, zo) [24)

(22

COMMEHRTS :

(23]

AUTH STGHATURE

[24] DATE: Fozs) f

EHTERED: DATE

[26)

(HH/DD /[ CCEE)

TIHE IHITIALS

[z (28]

Field Definitions

# |Field Name Data Element Name Element ID

1 FCN Financial Control Number DE9874

3 |PayeelD Remittance Payee Identification Num{DE9588
ber




4 [Payee Name Remittance Payee Name DE9589
5 |Reason Codes Adjustment Reason Code DE9877
6 |Transaction Amount Financial Amount DE9817
7 |Check Number Financial Incoming Check Number |DE9807
8 |CheckDate Financial Incoming Check Date DE9806
9 |[BeginDate Financial Begin Date DE9804
10 |End Date Financial End Date DE9811
11 [Recoupment Limit Financial Recoupment Limit (Per- DE9819
cent)
12 [Recoupment Limit Financial Recoupment Limit DE9820
13 |Fiscal Year Budget Fiscal Year DE9876
14 |Program Code Budget Program Code DE9835
15 |Claims Ref. Numbers Claim Request ICN DE2001
16 |Receipt Amounts Financial Receipt Amount DE9812
17 |Object Code Budget Object Code DE9843
18 |FIPS Code MMIS Locality Code based on Postal |DE5254
Code
19 |Fund Budget Fund Code DE9831
20 |Fund Detalil Budget Fund Detail Code DE9833
21 [Fund Split Budget Fund Split Percentage DE9848
22 |Benefit Program Code Benefit Definition Plan Program DE3551
Code
23 |[Comments Financial Comment Text DE9809
24 |Auth Signature DEO000
25 |Date DEO000
26 |[Date DEO0000
27 |(Time DEO0000
28 |Initials DEO0000




Input Forms FN-1-006 Lien Add

Pay/Recovery Transactions

General Information

This form is used as an input document and audit trail for the on-line Add Pay/Recovery process.
This form has reason codes in the 3000 and 4000 ranges listed on it. The reason codes in the 3000
range are for setting up a lien. The reason codes in the 4000 range are for releasing a lien.

Subsystem: Financial

Source/Originator: DMAS Financial

Frequency: On-Demand

Estimated Volume: 600 Per Month

Programs: Administrative Fees Converted to Claims Report (FNWO031)
Proc/Screen ID: FN-S-006, FN-S-007

Lien Add Pay/Recovery Transactions (FN-1-006)




FCH:

LIENS

MATCHING FCH:

PAYFE ID:

1)

PAYEE HAME:

LIERS

(3)

(3000 — 4999)

(1)

REASOH CODES

TRANSACTION AMOUNT :

(6)

BEGIH DATE: (53] BRELEASE DATE: (a3
MMF DD JOCYY MM DD FCCYY
FISCAL YEAR: (9 PROGRAM CODE: 10)
CCYY
O0BJECT CODE: FIPS CODE: FUND /FUHD DETAIL: FUHD SPLIT(%)
(11) (12)
BEHEFIT PROGRAM CODE: {13, 14) (15)
(1)
COMMENTS :
[ & T
AUTH SIGHATURE (1) DATE : Foaam f
MM IDFOCYY

Field Definitions

# |Field Name Data Element Name Element ID
1 |FCN Financial Control Number DE9874
3 |PayeelD Remittance Payee Identification Num{DE9588
ber
4 |Payee Name Remittance Payee Name DE9589
5 |Reason Codes Adjustment Reason Code DE9877
6 |Transaction Amount Financial Amount DE9817
7 |BeginDate Financial Begin Date DE9804
8 |Release Date Financial Release Date DE9822




9 |Fiscal Year Budget Fiscal Year DE9876
10 |Program Code Budget Program Code DE9835
11 |Object Code Budget Object Code DE9843
12 |FIPS Code MMIS Locality Code based on Postal [DE5254
Code
13 |Fund Budget Fund Code DE9831
14 |Fund Detail Budget Fund Detail Code DE9833
15 |Fund Split Budget Fund Split Percentage DE9848
16 |Benefit Program Code Benefit Definition Plan Program DE3551
Code
17 |Comments Financial Comment Text DE9809
18 |Auth Signature DEO0000
19 |Date DEO0000




Input Forms FN-1-007 Hold Payment

Add Pay/Recovery Transactions

General Information

This form is used as an input document and audit trail for the on-line Add Pay/Recovery process.
This form has reason codes in the 5000 range listed on it. The reason codes in the 5000 range are
for holding payments.

Subsystem: Financial
Source/Originator: DMAS Financial
Frequency: On-Demand
Estimated Volume: 600 Per Month
Programs: N/A

Proc/Screen ID: FN-S-006, FN-S-007

Hold Payment Add Pay/Recovery Transactions (FN-1-007)



INPUT FOEM FN-I-007 Hold Payments

HOLDP PAYMENHTS

FCH: MATCHING FCN.
(1) {2)
PAYEE ID: 1234567890 PAYEE NAME:
i3 (4
FEASOHN CODES
HOLD PAYMENTS
(5000 — 5999)
(5)
BEGIN END BILLING PROVIDER. TYPE OF PROGEAM DATES OF SERVICE ENROLLEE
IATE DATE ID TYPE SERYICE CDDE FROM THEDUGH ID
(6) (1) (%) (9 (10} (11 (12} (13) (14)
MM/TD FCCYY MM/DD /COYY MM/TD FCCYY MM/ DD JCCYY
1234567890
1234567890
1234567890
1234567690
1234567690
BEGIN END Servicing FROVIDER PRAYMENT HOLD
DATE IRTE PEECENTAGE
(15) (16) “1an (18)
MMFDD JCCYY MMFDD FOCYY
_ 1234567890
_ 1234567890
_ 1234567890
_ 1234567890
_ 1231567890
COMMENTS:
(19)
AUTH SIGNATUERE (203 DATE : Ftay

NG DD JOCTY

Field Definitions

# |Field Name Data Element Name Element ID

1 |FCN Financial Control Number DE9874

3 |PayeelD Remittance Payee Identification Num{DE9588
ber

4 [Payee Name Remittance Payee Name DE9589




5 |Reason Codes Adjustment Reason Code DE9877
6 |[BeginDate Financial Begin Date DE9804
7 |End Date Financial End Date DE9811
8 |BillingId National Provider Identifier DE4700
9 |Provider Type Provider Type DE4006
10 |Type Of Service Claim Type of Service DE2072
11 |Program Code Budget Program Code DE9835
12 |Dates Of Service From Claim Service From Date DE2010
13 |Dates Of Service Thru Claim Service Thru Date DE2011
14 |Enrollee ID Enrollee Identification Number DE3001
15 |Begin Date Financial Begin Date DE9804
16 |EndDate Financial End Date DE9811
17 |Servicing Provider National Provider Identifier DE4700
18 |Payment Hold Percentage Financial Hold Payment (Per- DE9818
centage)
19 |Comments DEO000
20 [Auth Signature DEO000
21 |Date DEO0000




Input Forms FN-I-008 Stop Payment

Add Pay/Recovery Transactions

General Information

This form is used as an input document and audit trail for the on-line Add Pay/Recovery process.
This form has reason codes in the 6000 and 7000 ranges listed on it. The reason codes in the 6000
and 7000 ranges are for stopping payments.

Subsystem: Financial
Source/Originator: DMAS Financial
Frequency: On-Demand
Estimated Volume: 600 Per Month
Programs: N/A

Proc/Screen ID: FN-S-006, FN-S-007

Stop Payment Add Pay/Recovery Transactions (FN-I-008)



Field Definitions

STOP PAYMEHTS

FCH:

MATCHIHG FCH:

(1)
PAYEE ID:

PAYEE HAME :

(4

REASON CODES

STOFP PAYMEHTS

(6000 — 7999)

TRAHSACTIOH AMOUNT: (&)

CHECEK HUMBER: (M

CHECK DATE: (8)
DD S OCTT
FISCAL YEAR: (9 PROGRAM CODE: (10)
CCYY
OBJECT CODE: FIPS CODE: FUND /FUND DETAIL: FUHD SPLIT(%)
(11) (12)
BEHEFIT PROGRAM CODE: (13, 14) (15)
(16)
COMMENTS :
(17
AUTH SIGHATURE (18) DATE Foam [
MM DD JCCET

# |Field Name Data Element Name Element ID
1 |FCN Financial Control Number DE9874
3 |Payee Name Remittance Payee Name DE9589
4 |PayeelD Remittance Payee Identification Num{DE9588
ber
5 |Reason Codes Adjustment Reason Code DE9877
6 |Transaction Amount Financial Amount DE9817
7  |Check Number Remittance Check Number DE9576




8 |CheckDate Remittance Payment Date DE9578
9 |Fiscal Year Budget Fiscal Year DE9876
10 |Program Code Budget Program Code DE9835
11 |Object Code Budget Object Code DE9843
12 |FIPS Code MMIS Locality Code based on Postal |DE5254
Code
13 |Fund Budget Fund Code DE9831
14 |Fund Detail Code Budget Fund Detail Code DE9833
15 |Fund Split Budget Fund Split Percentage DE9848
16 |Benefit Program Code Benefit Definition Plan Program DE3551
Code
17 |Comments Financial Comment Text DE9809
18 |Auth Signature DEO0000
19 |Date DEO000O




Input Forms FN-1-009 Premium Pay-

ment Add Pay/Recovery Transactions

General Information

This form is used as an input form the Premium Payment Screen (FN-S-009). The form in con-
junction with the screen will allow DMAS to create premium payment transactions that are a lump
sum total. Individual premium payments are generated in the HIPP process.

Subsystem: Financial

Source/Originator: DMAS Financial

Frequency: Monthly

Estimated Volume: 1 per month

Programs: Premium Payment Request Update (FNT017)
Proc/Screen ID: FN-S-009

Premium Payment Add Pay/Recovery Transactions (FN-1-009)



1y 2y 3

PAYEE REASOH OBJECT

o CODE CODE

123720

123701

123702

123703

Anthorized Signature:

PREMIUM PAYMEHT REQUEST

[} (5

(5

AMOUHT UHITS
DESCRIPTIONH
Medicare Premiwns,Part B,SLME(120-134%) Il
Medicare Premiums, Categorically MNeedy, Part A
Medicare Premiums, Categorically MNeedy,Part B
Medicare Premiums, Medically Needy,Part B
Ty [§:3]
DATE :
MM FCCYY

Field Definitions

# |Field Name Data Element Name Element ID
1 |PayeelD Remittance Payee Identification Num{DE9588
ber
2 |Reason Code Adjustment Reason Code DE9877
3 |Object Code Budget Object Code DE9843
4 |Description Budget Object Code Description DE9844
5 |Amount Financial Amount DE9817
6 |Units Premium Payment Units DE9888
7 |Authorized Signature DEO0000
8 |Date DEO000O




Input Forms FN-1-010 HIPP/HIV Paper

Files

General Information

The HIPP/HIV Paper Files contain the manually collected data required to perform cost evaluation
calculations. It also contains data required to link the dependents to a case.

Subsystem: Financial
Source/Originator: Operator
Frequency: N/A
Estimated Volume: Variable
Programs: N/A
Proc/Screen ID: FN-S-024

HIPP/HIV Paper Files (FN-1-010)



FHR109 VIRGINIA DEPARTMENHT OF MEDICAL ASSISTAHCE SERVICES
A% OF: MM /DD CCYY HIPP/HIV¥ CASES COHVERSION REPORT
RUH DATE: MM/DD/CCYY HH:MM PAPER. FILES IHPUT FOBM — FH-I-010
(1) (2)
CASE HAME : SOOI SOy,
(3) (4) (5}
HIPFP #: 9999999 PREM TYPE: X CASE #:
(6) (7) (8) (9) (10)
PBREM AMT: PLAH TYPE: FREQ: # WEEKS: # MOHTHS:

(11}
EHROLLEE ID({S}):

10.

11.

12.

13.

14.

15.

*%% EHD OF REFPORT **#



HIPP/HIV Paper Files (FN-1-010)

FHR109
AS OF: MM/DDjCCYY
RUH DATE: MM/DD/CCYY HH:MM

(1}

VIRGIHNIA DEFARTHMENT OF MEDICAL ASSISTAHNCE SERVICES
HIPP/HIV¥ CASES COHVERSIOH REPORT
HIV PAPER FILES IHFUT FOFM - FH-I-010

CASE HAME : ooy SOy

(3) (1) (11) (32)
HIPF #: 99999593 PREM TYPE: X EHROLLEE ID: S5H:
(6} (7 (8) (9} (10}
PREM AMT: PLAW TYPE: = FREQUEHNCY:  §# WEEKS:  # MONTHS:
(12) {13) (14) (15)
ELIG BEGIH DATE: RACE: =~ DOEB: LANGUAGE :
(16} (17)
EHROLLEE ADDR1: EHROLLEE ADDR2:
(15) {19) {20)
EHROLLEE CITX: STATE: ZIF:
(21} (22)
EMPLOYMEHT BEGIH DATE: EMPLOYMENT EWD DATE:
(23) (24)
EMPLOYER HAME : COHTACT HAME :
(25}
EMPLOYER ADDRESS:
(26) {27) {28)
EMPLOYER CITY: STATE: ZIP:
(29) {30) (31)
EMPLOYER PHOHE #: GROS5S THCOME: HRS WOREED:

*%% EHD OF REPORT *%*

Field Definitions

# |Field Name Data Element Name Element ID
1 |Case First Name Enrollee Last Name DE3110
2 |CaselastName Enrollee First Name DE3111
3 [HIPP# HIPP File Number DE9522
4 [(PremType HIPP Program Indicator DE9507
5 [Case# Case Identification Number DE3043
6 |(PremAmt HIPP Premium Amount DE9537
7 |Plan Type HIPP Plan Type Code DE9535
8 |Freq HIPP Payment Frequency Code DE9538
9 |#Weeks HIPP Payment Weeks DE9534
10 |# Months HIPP Payment Months DE9533
11 |Enrollee ID(S) Enrollee Permanent Identification DE3093
Number
12 |Elig Begin Date Enrollee Eligibility Begin Date DE3010




13 |Race Enrollee Race Code DE3006
14 |DOB Enrollee Birth Date DE3005
15 |Language Enrollee Primary Language Code DE3476
16 |Enrollee Addr1 Enrollee Additional Address Name |DE3114
17 |Enrollee Addr2 Enrollee Street Address DE3115
18 |Enrollee City Enrollee City Name DE3116
19 |State Enrollee State Code DE3117
20 |Zip Enrollee ZIP Code DE3118
21 |Employment Begin Date Person Employer Begin Date DE3944
22 |Employment End Date Person Employer End Date DE3945
23 |Employer Name Employer Name DE3170
24 |Contact Name Employer Contact Name DE3178
25 |Employer Address Employer Address Line DE3172
26 |Employer City Employer City Name DE3173
27 |[State Employer State Code DE3174
28 |Zip Employer ZIP Code DE3175
29 |Employer Phone # Employer Phone Number DE3177
30 |GrossIncome Enrollee Gross Income DE3035
31 |Hrs Worked Enrollee Monthly Number of Hours  |DE3475
Worked
32 |SSN Enrollee Social Security Number DE3034
(SSN)
33 |DSS Worker Case Worker Number DE3431
34 [DSSFIPS Case Administrative FIPS Code DE3039
35 |[Enrollee FIPS Enrollee FIPS Code DE3008




Input Forms TP-1-001 Third Party

Reporting Form

General Information

This form is used to update the TPL Resource and/or Carrier Files with third party liability inform-
ation.

Subsystem: Financial
Source/Originator: DMAS
Frequency: Daily
Estimated Volume: Variable
Programs: TPL Carrier Name Inquiry Program (TPT202)
TPL Carrier Detail Inquiry/Update Program (TPT204)
Proc/Screen ID: TP-S-002, TP-S-003, TP-S-004

Third Party Reporting Form (TP-1-001)



Recipient ID (Medicaid #): (1)

Recipient Name: (2)

Insurance Company and Address: (3)

) (5)
(6) (7) (8)

Policy Numher: (9)

Group MNumber: (10)

Effective Dates: (11)

Subscriber: (12) 13)_ (14)

Emplover Name and Address: (15)

(16) (17
(18) (19) (20)
Forward Toe: TPL UnitFiscal and Accounting

Department of Me dical Assistance Services

600 East Broad Siveet

Rudte 1300

Richmond, ¥A 23219

DII&E - 1000

Field Definitions

# |Field Name Data Element Name Element ID

1 [Recipient ID Enrollee Permanent Identification DE3093
Number

2 |Recipient Name Enrollee Full Name DE3003

3 |Insurance Company TPL Carrier Name DE3673

4  |Address (Additional Address Name) [TPL Carrier Additional Address DE3674
Name

5 |Address (Address Line) TPL Carrier Address Line DE3675




6 |Address (City) TPL Carrier City Name DE3676
7 |Address (State) TPL Carrier State Code DE3677
8 |Address (Zip Code) TPL Carrier ZIP Code DE3678
9 |Policy Number TPL Policy Number DE3658
10 (Group Number TPL Group Number DE3697
11 |Effective Dates TPL Policy Effective Date DE3659
12 [Subscriber (First) TPL Policyholder First Name DE3738
13 [Subscriber (M) TPL Policyholder Middle Initial DE3739
14 |[Subscriber (Last) TPL Policyholder Last Name DE3737
15 |Employer Name Employer Name DE3170
16 [Address (Additional Address Name) [Employer Additional Address Name |DE3171
17 |Address (Address Line) Employer Address Line DE3172
18 |[Address (City) Employer City Name DE3173
19 [Address (State) Employer State Code DE3174
20 |Address (Zip Code) Employer ZIP Code DE3175




Input Forms TP-1-002 TPL Contractor

Telephone Verification Form

General Information

This form is used to update the TPL Resource and/or Carrier files with third party liability information

that the user receives over the telephone. All date fields will be changed to CCYYMMDD or
MMDDCCYY formats.

Subsystem: Financial
Source/Originator: DMAS
Frequency: Daily
Estimated Volume: Variable
Programs: TPL Carrier Name Inquiry Program (TPT202)
TPL Carrier Detail Inquiry/Update Program (TPT204)
Proc/Screen ID: TP-S-002, TP-S-003, TP-S-004

TPL Contractor Telephone Verification Form (TP-1-002)



Health Management Systems, Inc. (HMZ)
Virginia Department of Medical &ssistance Services (DMAS)
Project 812: Telephone Venfication Form

IMedicaid Recipient Information

MEDICAID ID NUMBER: (1) Sal: @)

FIRST MAME. (3) LI &) LAST MAME. (5)

LATE OF BIRTH: (4) ! !

Third Party Insurance Information
Company Rep. Mame: (7) Fhone (8) 1 1

Insurance Company Marne: {9)

Claims Office Phone Mumber: (100 ( )
Claims Office Address:

(11)
(12)
(13) (1) 15)

Policy or Certificate Humber: (16)
Policy Holder's Name: ({First): (17) (M (18) {Last) (19}
Policy Holder’s Social Security Mumber: (20)

Gender (21) DOB (22 ! !
23) 24)
Effective Date 1 Tertmination Date 1
Effective Date 2; Tertrination Date 2
Effective Date 3; Tertrination Date 3
Effecttve Date 4 Terrunation Drate 4:
Effective Date 5 Terrunation Drate 5
Effective Date 6 Terrunation Drate 6

e e e e e
e e e e
e e e e
e e e e

Group Mame (if possible): (25)
Group Mumber (if possihle): (2a)
(27)

Circle all Coverage: MaMed Hospital Ex Dental Vision LTC homecare
Hospice  Mental-health  Other (describe)

Rz Vendor and claims submizsion address: (28) 2MEDGELLNINIG3
LTC Vendor and claims submizsion address: (34) (3S)30)(37)(38) (30
Mental Health Vendor and clawns submission address: (40) (ALE2 (434 45

Circle Flan Type: IManaged Care with out-of-network benefit
Managed Care withowt out-of-network benefit
Indetnnity Other (describe)
Page 1



TPL Contractor Telephone Verification Form (TP-1-002)

Health Management Systems, Ine. (HMWE)
Virginia Departiment of Medical & ssistance Services (DIVAT
Project 214: Telephone Verification Form

Dependent Information (FH, M, L)

(461 (47 (48) 49 (50 (51) (52) (53)
Mame: ) - - Jel  Bff  Term:  DOB
Mame: ) - - Jel  Bff  Term:  DOB
Hame: , BaN - - Jel  BEfff  Term: DOB
Hame: , BaN - - Jel  Efff  Term:  DOB
Hame: , BaN - - Jel  Efff  Term:  DOB
Mame: , SaH - - Jel  Bfff  Term:  DOB
Mame: L SaH - - JLel  EBfff Term: DOB
Mame: L SaH - - JLel  EBfff Term: DOB

Field Definitions

# |Field Name Data Element Name Element ID

1 |Medicaid ID Number Enrollee Permanent Identification DE3093
Number

2 |SSN Enrollee Social Security Number DE3034
(SSN)

3 |FirstName Enrollee First Name DE3111

4 |MI Enrollee Middle Initial DE3112

5 |LastName Enrollee Last Name DE3110

6 |[Date of Birth Enrollee Birth Date DE3005

7 |Company Rep. Name Employer Contact Name DE3178

8 |[Phone Employer Phone Number DE3177

9 |Insurance Company Name TPL Carrier Billing Name DE3709

10 |Claims Office Phone Number TPL Carrier Billing Telephone Num- [DE3711
ber

11 |Claims Office Address (Additional TPL Carrier Billing Additional DE3712

Address Name) Address Name
12 |Claims Office Address (Address Line) |TPL Carrier Billing Address Line DE3713




13 |Claims Office Address (City) TPL Carrier Billing City Name DE3714

14 |Claims Office Address (State) TPL Carrier Billing State Code DE3715

15 |Claims Office Address (Zip Code) TPL Carrier Billing ZIP Code DE3716

16 |Policy or Certificate Number TPL Policy Number DE3658

17 |Policy Holder's Name (First) TPL Policyholder First Name DE3738

18 |Policy Holder's Name (MI) TPL Policyholder Middle Initial DE3739

19 |Policy Holder's Name (Last) TPL Policyholder Last Name DE3737

20 |Policy Holder's Social Security Num- |TPL Policy Holder Social Security DE3670
ber Number (SSN)

21 |Gender Enrollee Sex Code DE3007

22 |DOB Enrollee Birth Date DE3005

23 |Effective Dates TPL Policy Effective Date DE3659

24 |Termination Dates TPL Policy End Date DE3660

25 |Group Name TPL Group Name DE3727

26 |Group Number TPL Group Number DE3697

27 |Coverage TPL Coverage Code DE3013

28 |RxVendor TPL Carrier Biling Name DE3709

29 [RxVendor Claims Submission TPL Carrier Billing Additional DE3712
Address (Additional Line) Address Name

30 |RxVendor Claims Submission TPL Carrier Billing Address Line DE3713
Address (Address Line)

31 |RxVendor Claims Submission TPL Carrier Billing City Name DE3714
Address (City)

32 |RxVendor Claims Submission TPL Carrier Billing State Code DE3715
Address (State)

33 |RxVendor Claims Submission TPL Carrier Billing ZIP Code DE3716
Address (Zip Code)

34 |LTC Vendor TPL Carrier Billing Name DE3709

35 |LTC Vendor Claims Submission TPL Carrier Billing Additional DE3712
Address (Additional Line) Address Name

36 |LTC Vendor Claims Submission TPL Carrier Billing Address Line DE3713
Address (Address Line)

37 |LTC Vendor Claims Submission TPL Carrier Billing City Name DE3714
Address (City)

38 |LTC Vendor Claims Submission TPL Carrier Billing State Code DE3715
Address (State)

39 |LTC Vendor Claims Submission TPL Carrier Billing ZIP Code DE3716
Address (Zip Code)

40 [Mental Health Vendor TPL Carrier Biling Name DE3709

41 |Mental Health Vendor Claims Sub- TPL Carrier Billing Additional DE3712

mission Address 1

Address Name




42 |Mental Health Vendor Claims Sub- TPL Carrier Billing Address Line DE3713
mission Address 2

43 |Mental Health Vendor Claims Sub- TPL Carrier Billing City Name DE3714
mission Address (City)

44 |Mental Health Vendor Claims Sub- TPL Carrier Billing State Code DE3715
mission Address (State)

45 |Mental Health Vendor Claims Sub- TPL Carrier Billing ZIP Code DE3716
mission Address (Zip Code)

46 |Dependent Name (First) Enrollee First Name DE3111

47 |Dependent Name (M) Enrollee Middle Initial DE3112

48 |Dependent Name (Last) Enrollee Last Name DE3110

49 |SSN Enrollee Social Security Number DE3034

(SSN)

50 |Rel TPL Relationship Code DE3704

51 |Eff TPL Policy Effective Date DE3659

52 |Term TPL Policy End Date DE3660

53 |DOB Enrollee Birth Date DE3005




Input Forms TP-1-004 TPL Sus-

pect/Verification Letter

General Information

This letter will be used to update the TPL Resource and/or Carrier Files with information received

from the recipient or provider. Coverage effective and termination dates will be changed to
CCYYMMDD format.

Subsystem: Financial
Source/Originator: DMAS
Frequency: Daily
Estimated Volume: Variable
Programs: TPL Carrier Name Inquiry Program (TPT202)
TPL Carrier Detail Inquiry/Update Program (TPT204)
Proc/Screen ID: TP-S-002, TP-S-003, TP-S-004

TPL Suspect/Verification Letter (TP-1-004)



August?, 1993

Z¥Z Company ot John Doe

392% Freepott. Place
PO Box2iid
Glen Allen , VA 230538-2754

RE: JohnDoe DOEB: 29/99/5350
DRMAT #: 999922099 (1) BB G

The Department of Medical Agsistance Services (DMAS) has been notified that the abowve Medicaid
tecipient has insurance coverage through X¥Z Company. Medicaid is a “last resort™ program, governed
and funded under state and Federal law. Verification of insurance information is needed to upddte our
tecords in order to ensure that Medicaid pays after the other coverage limits have been itilized.

Pleasze make necessaty corrections andfor complete the information requested below.

Foliey & (2)
Group & (3)
Insured #: (4)
Mame of Claims Office: (5)
Telephone & of Claims Office: (6) ( 1
&ddress of Claims Office: (7

)

L)) (10 (11)
Tyrpe of Policy: (12)

Type of Coverage: (13)
Coverage Effective Date: (14)

Coverage Termination Date: (15)

Fharmacy Benefit Manager:

FPerson & Phone # who completed form:

Fleaze return response to: Department of Medical Assistance Services
Attn: Third Party Liability Unit
600 East Broad Street/Suite 1300
Richmond, VA 23219

If agzistance is needed in completing this form, please call E04-225-2990. ¥ our assistanics in helping to
teduce Medicaid’s cost will be greatly appreciated.

Thank ¥ou
Third Party Liability and Recovery Unit

Field Definitions

# |Field Name Data Element Name Element ID




1 |DMAS# Enrollee Permanent Identification DE3093
Number

2 |Policy# TPL Policy Number DE3658

3 |Group# TPL Group Number DE3697

4 |Insured # TPL Policy Holder Social Security DE3670
Number (SSN)

5 [Name of Claims Office TPL Carrier Billing Name DE3709

6 |Telephone # of Claims Office TPL Carrier Billing Telephone Num- |DE3711
ber

7 |Address of Claims Office (Additional [TPL Carrier Billing Additional DE3712

Address) Address Name
8 |Address of Claims Office (Address TPL Carrier Billing Address Line DE3713
Line)

9 |Address of Claims Office (City) TPL Carrier Billing City Name DE3714

10 |Address of Claims Office (State) TPL Carrier Billing State Code DE3715

11 |Address of Claims Office (Zip Code) |TPL Carrier Billing ZIP Code DE3716

12 |Type of Policy TPL Policy Type DE3703

13 |Type of Coverage TPL Carrier Code DE3657

14 |Coverage Effective Date TPL Policy Effective Date DE3659

15 |Coverage Termination Date TPL Policy End Date DE3660




Input Forms TP-1-005 TPL Incident

Letter

General Information

This letter is used to update the TPL Resource and/or Carrier Files with third party liability inform-

ation received from the recipient for non-recoveries. Recoveries will update the IRP Database on
the TPLRS via the TPL Incident Screen.

Subsystem: Financial
Source/Originator: DMAS
Frequency: Daily
Estimated Volume: Variable
Programs: TPL Carrier Name Inquiry Program (TPT202)
TPL Carrier Detail Inquiry/Update Program (TPT204)
Proc/Screen ID: TP-S-002, TP-S-003, TP-S-004

TPL Incident Letter (TP-1-005)



TPLA 0702092
T

ROAHCOKE, VA CITYICOUNTY CODE
24018-1473 C4SEWORKER, NUMBEE,

THE DEFARTIENT OF MEDICAT 455ISTANCE SERVICES HaS PAID FORMEDICAT CARE
YOU RECEIVED ON THE DATE (5) AWMD BY THE PROVIDER. (5 LISTED BELOW.

IT IS NECESSARY TO DETERRMINE IF &M INSURANCE COWMPANY OF OTHER PERSON WA Y
BE RESFONSIELE FOFR PAYING THESE BILLS. PLEASE HELP US OBTAIN THE DETAILS OF
THE IMIOEY BY CONPLETING THE REVERSE SIDE OF THIS LETTER. (“THIRD PARTY
LIABILITY INFORMATION REPORT™).

& NEW LETTER FEQUESTING INFORLIATION REGARDING THIS INJURY WILL ATTTO-
MATICALLY BE GEMERATED IN SUBSEQUENT WMOWTHS IF ADDITION AT WMEDICAL
SERVICES ARE RECEIVED. IF YOU HAVE PREVIOUSLY RESPONDED BY COWPLETING THE
“THIFD PARTY LIABILITY INFORLIATION REPORT™, PLEASE IGHORE ANY SUBSEQUENT
REQUESTS ¥OU RECEIVE.

YOUR COOPERATICN AWD ASSISTANCE IN HELFING TO REDUCEMEDICAID S COST
WILL BE GREATLY APPRECIATED.

IF &35ISTANCE I3 HEEDED [N COMPLETING THE FORIV, FLEASE CONTACT YOUR
CASEWORKER AT THELOCAL 50OCTIAL SERVICE DEFARTIENT OR CALL 204/786-5458,

THAWE V01T,
THIRD PARTY LIABILITY AND RECOVERY UNIT

TREATWENT DATE TRELATWENT RECEIVED PROVIDER.
06/20/92 |

RECIFIENT TELEFHONE NULBEE. )




TPL Incident Letter (TP-1-005)

THIRD PARTY LIABILITY
MORLL'&LTION REPORT (PLE&SE COMFLETE THIZ FOFM AND EETUERN T

THIRDPARTY LIABILIT VICASTALTY
DEPARTMENT OF MEDIC AL AZSISTANCE SERVICES
B0 EAST BROAD ST, STITTE 13000

RICHMCHD, VIRGINIA Z5219

DATE OF ACCIDENT ORINTURY: (0.1) TYPE OF ACCIDENT ORINTURY:
(WORE, ATUTO, HOME, FALL, GUNSHOT, ETC.)

(IFYOUT HAVE AN ATTORNEY REPEESENTING ¥OU FOR YOURE ACCICENT ORINJURY, FPLEASE CCMPLETE THE FOLLOWING):

HAME OF RECIFIENT S ATTORNEY (0.2)

MAILING ADDRESS: (0.3,04,05,06,07)

TELEPHONE NUMEEE (02)

(IF¥OU HAVE INSURANCE COVERAGE, ACCIDENT OF LIABILITY, PLEASE PROVIDE THE FOLLOWIHG):
HAME OFINSURANCE COMPANT (1)

ADDRESS (2} 3} (4 = ]
POLICY HUMEER {T) CLAIM HUMEER

(IF AN ATTO ACCIDENT, FLEASE COMPLETE THE FOLLOWING):

HAME OF OWHER OF ATTO

ADDEESS

IMSUREANCE CO. POLICT NC. CLATM MO,

HAME OF DEIVER OF AUTO

ADDRESS

(FOF OTHER TYPES CF ACCIDENTS, FLEASE COMPLETE THE FOLLOWIMNG):

LOCATION AWD DESCRIFTICN

FIORTHER COMMENTS

SIGHATURE DATE

RECIPIENT’S TELEFHONE NUMEER

Field Definitions

# Field Name Data Element Name Element ID
0.1 |Date of Injury Enrollee Incident End Date DE3084
0.2 |Recipient's Attorney TPL Incident Address Name DE3883




0.3 |Mailing Address TPL Incident Address Line 1 DE3885
0.4 [Mailing Address 2 TPL Incident Address Line 2 DE3886
0.5 |[City TPL Incident Address City DE3887
0.6 |Zip TPL Incident Address Zip Code DE3889
0.7 |State TPL Incident Address State DE3888
0.8 |[Telephone TPL Incident Phone Number DE3884
1 Name of Insurance Company TPL Carrier Name DE3673
2 Address (Additional Address Line)  [TPL Carrier Additional Address DE3674
Name
3 Address (Address Line) TPL Carrier Address Line DE3675
4 Address (City) TPL Carrier City Name DE3676
5 Address (State) TPL Carrier State Code DE3677
6 Address (Zip Code) TPL Carrier ZIP Code DE3678
7 Policy Number TPL Policy Number DE3658
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